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ABSTRACT

Factors Associated with Health Promoting Behaviors of Adult Protective Service Workers
and Professionals Who Support Vulnerable Adults
by
Cynthia Sterling-Fox

Advisor: Elizabeth Capezuti

Background: Adult protective services encompass social services provided to vulnerable
adults: abused, neglected and exploited elderly and adults with significant disabilities in the
United States. Adult Protective Services (APS) workers investigate allegations of abuse, neglect,
and exploitation of vulnerable adults. APS workers work closely with multidisciplinary teams
and professionals in various fields to assist with the investigations. APS workers and other
professionals are exposed to individual and work environment stressors that result in a lower
professional quality of life. There is evidence, however, that health-promoting behaviors
mitigate the negative effects of stressors.
Purpose: Using the Health Promotion Theory by Nola Pender as a framework, this study
examined the psychometric properties of the Health Promoting Lifestyle Profile (HPLP-II) and
the Professional Quality of Life Scale (ProQOL) in a sample of APS workers and professionals
who support vulnerable adults. Additionally, the relationship between demographic and work
environment factors was examined in relation to the health promoting behaviors and workrelated quality of life of APS workers and other professionals who support vulnerable adults.
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Method: Attendees (n=129) of an Adult Abuse Training participated in this crosssectional, correlational design study. The associations of demographic and work environment
factors were examined in relation to health promoting behaviors and work-related quality of life
using the bi-variate statistics and regression models. Also, the validity and reliability of the
HPLP-II and ProQOL were examined using Pearson correlation. Internal consistency reliability
was measured using Cronbach alpha.
Results: The total scores and subscale scores of the HPLP-II and ProQOL showed a
good level of internal consistency reliability (Cronbach’s alpha between .75 and .96). Results
indicated a positive association between work-life balance, education level, and perceptions of
health. Direct client contact was negatively associated with HPLP. Work environment factors,
including current position, salary, perceived job satisfaction, and likelihood of looking for
another job, were all positively associated with ProQOL. General linear models revealed
additional factors that significantly predicted certain subscale scores of the HPLP-II.
Conclusion: The HPLP-II and ProQOL are reliable instruments for use with APS
workers and professionals who support vulnerable adults in NYS. Given the positive association
between work-life balance and health promoting behaviors, it is important for agencies to be
proactive in ensuring that APS workers and other professionals develop the coping skills and
understanding of the behaviors that could reduce related stress and trauma and enhance, rather
than undermine, mental and physical health.

Keywords: health promotion, adult protective services workers, health, work
environment, vulnerable adults.
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CHAPTER ONE
Introduction
Adult Protective Services (APS) workers face high levels of job hazards, stressors and
challenges in their daily work (Ghesquiere, McAfee, Rogers, & Plichta, 2018). These stressors
may have a substantial impact on health and well-being. There is some evidence that selfprotecting and health promoting behaviors can mitigate the negative effects of stressors
(Bjørklund & Chirumbolo, 2017; Calicchia & Graham, 2006; Fong, Scarapicchia,
McDonough, Wrosch, & Sabiston, 2016; Funch & Marshall, 1983). However, there are
currently no instruments to measure self-protecting and health promoting behaviors that have
been specifically shown to be valid and reliable in the APS worker population. The purpose of
this study was to examine the psychometric properties of the Professional Quality of Life
(ProQOL) and Health Promoting Lifestyle Profile (HPLP-II), health related tools, in a sample
of APS workers and professionals who support vulnerable adults, and to determine the
relationships among demographic, work environment, health promoting behaviors, and workrelated quality of life quality. This chapter includes an introduction to the study, leading to, in
later chapters, review of relevant literature, methods used in this research, and results of data
analysis. The final chapter concludes with discussion of the results, policy implications and
future recommendations.
Background
APS workers regularly confront stressful situations in the course of their work,
including job hazards and client-related challenges (Ghesquiere et al., 2018). Prior research
contributed to the evidence that self-protecting and health promoting behaviors can help to
mitigate the negative effects of workplace stressors (Funch & Marshall, 1983; Hartmann et al.,
2012; Hou et al., 2018; Hughes et al., 2004; Muller, Creed, & Francis, 2004; Ozbay et al.,
1

2007; Southwick, Vythilingam, & Charney 2005; Thorsteinsson, Ryan, & Sveinbjornsdottir,
2013; Viswesvaran, Sanchez, & Fisher, 1999). The HPLP-II tool has been useful to measure
health promoting behaviors in students, nurses, patients, children, overweight women, pregnant
women and immigrants, but has not been used in APS workers. The ProQOL scale is the most
commonly used measure of the personal, the client and the work environments. The ProQOL
scale has been used to study the work stressors in APS workers (Ghesquiere et al., 2018). The
purpose of this study was to examine the psychometric properties of the ProQOL and HPLP-II
tools in a sample of APS workers, as well as the demographic and work environment factors
associated with health promoting behaviors and professional life quality among APS workers
in the state of New York. The study involved the examination of the reliability and validity of
the HPLP-II in APS workers. As the ProQOL has been used in one study of APS workers, the
study will confirm the reliability of the ProQOL in another group of APS workers as a
necessary step before including it in the analyses.
APS encompasses social services provided to vulnerable adults: abused, neglected and
exploited elderly and adults with significant disabilities in the United States (Quinn et al.,
2013). APS programs are funded by the federal government through social services block
grants given to and managed by individual states. The population served and the services
provided vary by state.
Fundamentally, each state recognizes that the protection of older and vulnerable adults
is important as this population face multiple forms of abuse (physical, emotional,
psychological, or sexual), financial exploitation, self-neglect as well as neglect by care
providers (ACL, 2016; Henderson, 2011). APS workers are employed by both state and/or
local governments and serve in administrative or field staff roles (National APS Resource
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Center, 2012). APS casework is challenging and stressful. Many cases of elder abuse are
repeat cases, which can be particularly stressful to APS workers (Susman, Lees, & Fulmer,
2015).
The New York State Office of Children and Family Services, through the Bureau of
Adult Services, is responsible for the oversight of the Adult Protective Services in the state of
New York. Over 120,000 older adults in the state of New York are victimized in their own
homes each year with 96% of these cases going unreported (NYC Elder Abuse Center, 2016).
At the same time, over 85% of states, including New York, reported an increase in the average
caseload on the 2012 APS survey (Administration for Community Living [ACL], 2016).
APS workers face organizational and individual stressors that often result in
compassion fatigue, burnout, secondary trauma, and low compassion and satisfaction
(Ghesquiere et al., 2018). Compassion fatigue is the negative feelings experienced as a result
of helping others and is influenced by the work environment, client environment (the person
being helped), and the person environment (the person providing assistance) (Stamm, 2010).
Burnout is one element of the negative effects of compassion fatigue and is associated with
feelings of negativity and hopelessness towards work or in doing one’s job effectively that may
lead to decreased productivity (Stamm, 2010). Secondary traumatic stress is another element
of compassion fatigue that relates to work-related secondary exposure to people who have
experienced extreme or traumatic stressful events (Rauvola, Vega, & Lavigne, 2019, Newell &
Macneil (2010). Stamm, 2010). Fear, sleep difficulties, and intrusive images are some
negative symptoms of secondary traumatic stress.
APS workers are at high risk of experiencing both organizational stressors, which result
from factors in the work environment that causes stress on employees (Bhui, Dinos, Galant-
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Miecznikowska, de Jongh, & Stansfeld 2016), and individual stressors, which refers to
stressors from external causes or from one’s work and personal. Ghesquiere et al. (2018)
reported that approximately 22.7% of APS workers were at high risk for burnout and 24.6%
were at risk for secondary traumatic stress; a sizable minority (19.9%) had low compassion
satisfaction. Ghesquiere et al. also reported that nearly all APS workers (97%) were exposed to
environmental hazards such as dangerously cluttered living spaces, garbage, spoiled food,
insect manifestations and were yelled at, cursed at, or belittled by clients or clients’ family
members, which further accounted for increases in stress levels. In the same study, APS
workers also reported mixed responses to their work environment with almost half (47%) of
APS workers reporting a high workload. Other than the Ghesquiere et al. study, there is a
dearth of research on APS workers. As a result, some of the literature in this study is drawn
from research conducted with child protective services (CPS) workers, who work in similar
infrastructures with similar responsibilities and stressors to APS workers.
Research has shown that CPS workers experience secondary traumatic stress from
work capacity and unhealthy coworker relationships (Schwam, 1998; Strom-Gottfried &
Mowbray, 2006; Tavormina, & Clossey, 2017). Burnout and secondary traumatic stress have
been shown to cause a high level of turnover in CPS workers (Graef & Hill, 2000; Sprang,
Craig, & Clark, 2011). The average annual turnover rate is remarkably high, at 45% for
casework and case management positions and 44% for supervisors (Child Welfare League of
America, 2008). Work-life balance problems, low compensation, organizational issues, and
stress are the leading cause for turnover for CPS workers (Auerbach, McGowan, Ausberger,
Strolin-Goltzman, & Schudrich, 2010; Greenhaus, Collins, & Shaw, 2003; Guest, 2002; Johnco
et al., 2014). Reports of annual turnover rates of 20% to 40% have been reported in other
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national studies of public and private child welfare agencies with an average length of
employment of 2 years (American Public Human Services Association, 2005). High levels of
burnout and secondary traumatic stress not only contribute to staff turnover but have serious
consequences for CPS clients and their families (Boyas & Wind, 2010; Strolin-Goltzman,
2010; Sprang et al., 2011). The effects of stress on the health of CPS workers also included
high incidences of physical health complaints and quick deterioration in health conditions
(Kim & Kao, 2011). Health promotion is one way to prevent compassion fatigue, burnout and
the associated turnover in high stress jobs like CPS and APS workers. There is some evidence
that self-care, self-protecting, and health promoting behaviors can mitigate the negative effects
of stressors.
Health promotion is the process by which an individual takes control over their health
and the determinants to health and in so doing improves their health (Gutermuth, Hager, &
Pollack-Porter, 2018). The major goals of health promotion are to help individuals, families,
and communities to stay healthy and create healthy environments in which to live, work, and
play (Pender, Murdaugh & Parsons, 2011; Potvin & Jones, 2011). Stress management, good
nutrition, physical activity, interpersonal relationships, spirituality, and health responsibility are
examples of health promoting behaviors (Pender et al., 2011). These behaviors lead to selfactualization, personal fulfillment, and optimal well-being (Blacconiere & Oleckno, 1999).
The experience of physical and psychological well-being is also echoed in the new and
expanded definition of health by the World Health Organization (Card, 2017; Saracci, 1997;
Svalastog, Donev, Kristoffersen & Gajović, 2017). In light of the inherent high risk work
environment of APS workers, studies are warranted to examine the association between the
work environment and health promoting behaviors of APS workers.
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The United States Federal government clearly outlined goals for health promotion of
the American population in Healthy People 2030 (Office of Disease Prevention and Health
Promotion, 2020). Healthy People 2030 is the newest and fifth edition of Healthy People.
This edition addresses new challenges and builds on lessons learned from the previous four
decades. There are eight foundational principles in Healthy People 2030. Four of the
principles align with the health promotion theme and the purpose of this study: (1) to promote
health and well-being; (2) to achieve the full potential for health and well-being for society; (3)
to develop healthy physical, social, and economic environments to achieve health and wellbeing and (4) to promote and achieve the health and well-being of the nation (Office of Disease
Prevention and Health Promotion, 2020).
Health promotion is also a major focus of the nursing profession as described in the
American Nurses' Association (2010) Social Policy Statement. Nurses are responsible for
promoting the health of individuals, families, and communities through culturally competent
services and programs (American Nurses Association, 2010). As such, nurses are uniquely
positioned and have the expertise to work independently or in collaboration with other health
providers, to assess the health promoting behaviors of APS workers and assist with creating
interventions to change behaviors to achieve a healthy lifestyle.
The Problem Statement
APS workers investigate allegations of abuse, neglect or exploitation of vulnerable
adult including the elderly and adults with significant disabilities. The current research
literature includes a description of elder abuse and the job function of APS workers. However,
there is little literature on the health and well-being of APS workers – they are an understudied
population. The limited research available shows that APS workers have high incidence of
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compassion fatigue, burnout, low compassion satisfaction, and a high rate of secondary
traumatic stressors related to individual and work environment stressors. The relationship
between exposure to stressors and health of APS workers has not been well studied. However,
the limited research on the effects of stress on the health of the APS counterparts, CPS
workers, included high incidences of physical health complaints and quick deterioration in
health conditions (Kim & Kao, 2011), and high levels of burnout and secondary traumatic
stress that contributed to high levels of high staff turnover (Boyas, Wind & Kang, 2012; Burns
& Christie, 2013; Johnco, Salloum, Olson, & Edwards, 2014; Strolin-Goltzman, 2010;
Williams, Nichols, Kirk, & Wilson 2011). Research is needed to examine the potential positive
effect of engaging in health promotion behaviors on the abilities of APS workers to better care
for their own physical, mental, and emotional health (and by extension, the vulnerable older
adults they serve). A first step towards this research is to establish the reliability and validity of
an instrument to measure health promotion behaviors in this population.
Theoretical Framework
The Health Promotion Model, developed by a nurse, guided the study (Pender et al.,
2011). The model describes the major determinants of healthy behaviors as a basis for nurses
to conduct behavioral counseling to promote healthy lifestyles (Pender, 2011). Using the
model, the nurse can understand and predict health promoting behaviors and ultimately assist
individuals in changing behaviors to achieve a healthy lifestyle. Studies on the model have
been conducted for over 30 years using both the original model that was developed in 1982
(Walker, Sechrist & Pender, 1987) and the revised model from 1996 (Aqtam & Darawwad,
2018; Heydari & Khorashadizadeh, 2014; Pender et al., 2011). The model has philosophical
roots in the Reciprocal Interaction Worldview in which Fawcett (1993, 2005) combined the
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concepts of totality, simultaneity, and interactive integrative worldview and viewed humans as
holistic and in unison with the environment. The model has theoretical roots in Social
Cognitive Theory (Bandura, 1986, 2004) in which thoughts, behavior, and environment
interact, as well as the Expectancy Value Theory, which posits that individuals engage in
actions to achieve goals that are perceived as possible and result in outcomes (Lewin, Donald,
& Zener, 1935; Weiner, 1985).
The Health Promotion Model is depicted in Figure 1. The model consists of three
major domains and eleven sub domains or concepts. Within the major domain of “Individual
Characteristics and Experiences” are personal factors such as biological, psychological and
socio-cultural factors. In the current study, personal factors were measured by demographics
factors such as age, gender, marital status, ethnicity, education, the number of people in the
household, the number of children in the household and salary. Situational influences fall
under the second major domain of the model, “Behavioral Specific Cognitions and Affect.”
Situational influences are personal perceptions that can facilitate or impede a behavior and may
have direct influences on health promoting behavior. Situational influences include one’s
perceptions of available options, competing demands and the environment in which the health
promoting behavior is proposed to take place. In this study, situational influences included
work environment factors that may deter individuals from engaging in healthy behaviors. The
other domains of the model are not measured in the current study because they were not
included in the survey to keep the survey length reasonable and to avoid measuring too many
independent variables.

8

Figure 1. The Health Promotion Model. Source: Pender, N., Murdaugh, C., & Parsons, M. (2011). Health
promotion in nursing practice (6th ed.). Upper Saddle River, NJ: Pearson Education, Inc.

In this study, work environment quality of life was measured by the Professional
Quality of Life Scale (ProQOL) instrument (Appendix A). The ProQOL scale is the most
commonly used measure of the personal, the client and the work environments. The stressors
from all three environments may lead to compassion satisfaction and compassion fatigue
(Figure 2). However, the focus of this study was on the work environment. The personal
environment and the client environment were not examined in the study. The ProQOL was
originally developed in English and has since been translated into Finnish, French, German,
Hebrew, Italian, Japanese, Spanish, Croat, European Portuguese and Russian languages.
(Stamm, 2010). A theoretical path analysis of the domains in the ProQOL scale and their
relationship is depicted in Figure 2. The diagram shows that ProQOL, in the Health
Promotion Model, is expected to be associated with the personal environment, client
environment, and work environment. The path analysis further depicts how compassion
9

fatigue contains two very distinct aspects. Firstly, compassion fatigue is related to exhaustion,
frustration, and anger. These are emotions associated with burnout. Secondly, compassion
fatigue is associated with primary traumatic stress and secondary traumatic stress from helping
an individual exposed to trauma. While all aspects of compassion fatigue have negative
characteristics, work-related trauma has a distinctive aspect of fear associated with it (Stamm,
2010). This study included the examination of the work environment factors or work-related
quality of life factors which lead to compassion satisfaction and compassion fatigue which are
the workers’ stress responses to work environment or work-related stressors. The study also
includes the examination of the association of the work environment with health-promoting
behaviors in APS workers.
FIGURE

THEORETICAL PATH ANALYSIS

Figure 2. Theoretical path analysis of the ProQOL instrument.
Source: Stamm, B.H. (2010). The Concise ProQOL Manual, 2nd Ed. Pocatello, ID:
ProQOL.org.
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The dependent variable in the study was health promoting behaviors, measured with the
HPLP-II instrument. The HPLP-II had never been used in the APS population. Thus, the
primary aim in this dissertation was to examine the psychometric properties and in particular,
the reliability of the HPLP-II for use with APS workers. The HPLP-II (Appendix B) was
derived from the framework of the Health Promotion Model (Walker et al., 1987). Used
extensively after 1987 to measure health-promoting lifestyles in western healthy populations
and clinical disorder groups, the HPLP-II was later revised to reflect the current literature and
practice and to achieve balance among the different subscales (Walker, Sechrist, & Pender,
1995). Health promoting behaviors are conceptualized as (a) self-initiated actions, (b)
perceptions that serve to maintain or enhance levels of wellness, (c) self-actualization, and (d)
fulfillment of the individual (Walker et al., 1995). The HPLP-II contains a total scale of 52
items and six subscales to measure behaviors associated with health promoting behaviors:
stress management, good nutrition, physical activity, interpersonal relationships, spirituality,
and health responsibility (Walker et al., 1995). The HPLP-II tool has been useful to measure
health promoting behaviors in students, nurses, patients, children, overweight women, pregnant
women, and immigrants, but not in APS workers and professionals who support vulnerable
adults.
Measurement or psychometric theory provides the foundation for evaluating data. In
the measurement of a social phenomenom, the data is conceptualized and operationalized by
assigning numerical values to the characteristics of individuals. Reliability and validity are the
most fundamental measurement theory concepts to judge the quality and appropriateness of
research. Reliability refers to the consistency of a measure over time (test-retest reliability),
across items (internal consistency), and across different researchers (inter-rater reliability).
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Validity is the extent to which the scores from a measurement represent the variable they are
intended to measure. There are four main types of validity: Construct validity (the test
measures the concept that it’s intended to measure), content validity (the test is representative
of what it aims to measure), face validity (the content of the test appear to be suitable to its
aims), criterion validity (the results correspond to a different test of the same thing). The
current research measures the reliability by evaluating the internal consistency and validity by
evaluating the Pearson correlation.
The psychometric properties of the HPLP-II were validated in English and other
languages with good reliability and validity (Isa, Amir, & Banafsheh, 2012; Meihan & ChungNgok, 2011; Martínez-González, López-Fontana, Varo, Sánchez-Villegas, & Martínez, 2005;
Walker & Hill-Polerecky, 1996). Reliability of the HPLP-II II was evaluated by measuring
internal consistency and item-total correlation and acceptable internal consistency (a value
of .7 or greater) was demonstrated with a Cronbach's alpha of .943 for the total scale and
subscales. Test-retest reliability was .892 after 3-week interval. The construct validity of the
instrument was assessed with confirmatory factor analysis (CFA) and yielded a good estimate
of fit. However, this instrument has not yet had its reliability and validity tested with a
population of APS workers and professionals who support vulnerable adults. Therefore, the
current research will evaluate the reliability (internal consistency) and validity (construct
validity) of the HPLP-II scale with APS workers and other social services professionals. If the
scale is found to be appropriate for use with APS workers and other professionals who support
the vulnerable, the information gathered may also serve as a basis for developing health
promotion interventions tailored to the individual needs of APS workers and other social
service professionals.
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Sociodemographics

Health
promoting
behaviors

Work related QoL
factors that results in

(HPLP-II)

compasson fatigue,
satisfaction, secondary
traumatic stress & burnout
(stress responses to workrelated stressors)

(ProQOL)
Figure 3 Conceptual Framework

Study Purpose and Research Questions
The first purpose of the quantitative descriptive study was to determine the internal
consistency reliability of the ProQOL instrument and HPLP-II in APS workers and other
professionals who support vulnerable adults. The second purpose of study was to examine the
demographic and work-related quality of life factors associated with health promoting
behaviors of APS workers and other professionals. The primary research questions were:
1. Are the HPLP-II and ProQOL appropriate instruments to measure health promoting
lifestyle behaviors and work-related quality of life respectively, in APS workers and
professionals who support vulnerable adults?
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2. What is the relationship between demographic and work environment factors and the
health promoting behaviors and work-related quality of life of APS workers and professionals
who support vulnerable adults in NYS?

Hypotheses
There are two hypotheses aligned with the research questions. Ho denoted the null
hypotheses and Ha denoted the alternative hypothesis. For example, the null hypotheses are
that there is no reliability (Ho1) or association (Ho2). Rejection of the null hypotheses would
favor alternative hypotheses.
Ho1. The HPLP-II and ProQOL are not reliable instruments to measure health
promoting lifestyle behaviors and work-related quality of life respectively, in APS workers and
professionals who support vulnerable adults.
Ha1. The HPLP-II and ProQOL are reliable instruments to measure health promoting
lifestyle behaviors and work-related quality of life respectively, in APS workers and
professionals who support vulnerable adults..
Ho2. There is no association between demographic and work environment factors and
the health promoting behaviors and work-related quality of life of APS workers and
professionals who support vulnerable adults in NYS.
Ha2. There is an association between demographic and work environment factors and
the health promoting behaviors and work-related quality of life of APS workers and
professionals who support vulnerable adults in NYS.
Significance of the Study
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The Administration on Aging (2016) reported that the population 65 years and older is
projected to more than double to 98 million in 2060. As the population ages, there will be a
growing population who may potentially be at-risk for abuse, neglect and exploitation
(Pillemer, Burnes, Riffin, & Lachs, 2016). In New York State, 141 out of 1,000 or an estimated
14% of older New Yorkers have experienced an elder abuse event after turning 60 years - – and
much of this is unreported (Lachs, Psaty, & Psaty, 2011). The abuse of vulnerable adults is
projected to increase with the rise in the aging population who are expected to have multiple
co-morbidities, longer lifespan, and come from families who provide caregiving from a
distance (Teaster, Wangmo, & Anetzberger, 2010). Thus, it is highly likely that the current
high caseloads of APS workers will increase and contribute to significant rise in individual
stress and work environment stress and ultimately affect the health and well-being of APS
workers and professionals who support vulnerable adults.
The results of the study will add to our understanding of the major determinants of
health promotion behaviors in APS workers and other professionals who support vulnerable
adults. If the HPLP-II survey is appropriate for use with APS workers and other professionals,
the information gathered may also serve as a basis for developing health promotion
interventions tailored to the individual needs of APS workers and professionals. The findings
from this study may inform and influence public policies and regulations regarding APS
workers and other professionals. Additionally, from a population health perspective, the results
of the study may help to advance one goal of Healthy People 2030 to create social and physical
environments that promote good health for all, including APS workers and professionals who
support vulnerable adults (Office of Disease Prevention and Health Promotion, 2020).
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CHAPTER TWO
Literature Review
Chapter 2 includes a review of the literature on elder abuse and on APS workers. When
cases of elder abuse are reported, APS workers are often the first responders. The geographic
region considered is the United States, with a focus on the state of New York. Discussed are the
history of APS in the United States, the role of APS workers, and the work stress of APS
workers. The work stress of APS workers is compared to the work stress of CPS workers,
because of the similarity in the nature of their jobs and because there is more literature on CPS
workers who face similar occupational stressors.
Elder Abuse
Elder abuse is defined as risk of harm or harm to an older adult by the intentional act, or
failure to act, by caregivers or other persons who are expected to have a trusting relationship
with the older adult. An older adult is defined as anyone older than 60 years old. Divergences
and ambiguity in the definitions of elder abuse has led the Centers for Disease Control (CDC)
and Prevention’s Division of Violence Prevention (PDVP) to produce a set of uniform
definitions of elder abuse (Hall, Karch, & Crosby, 2016). The definitions aid researchers and
others to clarify discussions about elder abuse while improving efforts to aggregate, compare,
and interpret data on elder abuse derived from different sources. Elder abuse is defined in this
study as the abuse (physical, emotional, or sexual), exploitation, neglect, and abandonment of
the elderly or vulnerable adult. Table 1 includes a definition of each type of abuse detailed by
the CDC and PDVP to produce a set of uniform definitions of elder abuse. The categories
include physical, sexual, financial, emotional or psychological abuse, and neglect. Common
elements are a lack of consent, lack of care, and/or intentional infliction of harm.
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Table 1
Definitions of Different Forms of Elder Abuse
Type of Abuse
Physical Abuse

Description
The intentional physical force resulting in acute or chronic illness, injury,
pain, impairment, distress, or death, including but not limited to striking
(with or without an object/weapon), scratching, biting, choking,
suffocating, pushing, shaking, kicking, pinching, burning.

Sexual Abuse

Forced or unwanted sexual interaction including penetrating contact
between the genitalia or anus and/or mouth, penetration of the anal or
genital opening by hand or other object, intentional touching, directly or
through clothing, of genitalia, anus, groin, breast, inner thigh, or
buttocks,. May be committed when a person is not competent to consent.

Emotional/Psychologic
al Abuse

Verbal or nonverbal behaviors resulting in anguish, mental pain, fear, or
distress, such as humiliation (i.e.: name-calling or insulting), threatening,
isolating, or controlling (i.e.: withholding access to transportation,
communications, funds, or other resources).

Neglect

Failure of responsible party to protect an elder from harm, or meet
essential needs for medical care, nutrition, hydration, hygiene, clothes,
daily living needs, or shelter, resulting in serious compromise of health
and safety.

Financial
Abuse/Exploitation

The illegal, unauthorized, or improper use of an elder’s resources,
belongings, assets, or benefits, without approval or consent, including
depriving rightful access. Examples include forgery, misuse or theft,
coercion or deception, or improper use of guardianship or power of
attorney.

Self-Neglect
The refusal or failure of a person to provide himself or herself with food,
water, clothing, personal hygiene, medication, shelter, and safety. Selfneglect is associated with physical and psychological well-being,
mortality, and health care utilization.
Source: Hall, M., Karch, K., & Crosby, S. (2016). Elder abuse surveillance: Uniform definitions and recommended core data
elements for use in elder abuse surveillance. Atlanta, GA: National Center for Injury Prevention and Control.

Elder abuse is a public health issue due to the physical, psychological and social
consequences to the victims. Elder abuse contributes to the nation’s annual health expenditure
due to medical costs associated with the physical and psychological injuries. Costs incurred
for legal expenses of the prosecution and punishment of perpetrators and for restorative justice
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for perpetrators are also included in the national health expenditure (Hall et al., 2016). Elder
abuse occurs both in institutional settings and in the community (Fearing, Sheppard,
McDonald, Beaulieu, & Hitzig, 2017; Lindbloom, Brandt, Hough, & Meadows, 2007;
Ramsey-Klawsnik & Teaster, 2012; Yon, Ramiro-Gonzalez, Mikton, Huber, & Sethi, 2019).
In some states, APS responds to alleged maltreatment and neglect that which occurs in
both community and care facility settings, while in other states, APS only handles alleged
abuse and neglect occurring in community settings (ACL, 2016). In the community, APS social
service professionals investigate reports of elder abuse and (in many states) the abuse of
vulnerable adults (above age 18), including those with disabilities (Bond & Butler, 2013;
Chihowski & Hughes, 2008; Hall et al., 2016; Jackson & Hafemeister, 2012). The divergences
and ambiguity of elder abuse may be further understood by looking at the history of elder
abuse in the USA.
The History of APS in the United States
APS is a social services program provided by the state or local government to assist the
elder and disabled individuals who are exposed to abuse, neglect, self-neglect, and/or
exploitation (Quinn et al., 2013). The history of APS in the United States is linked to elder
self-neglect and dates back to the 1950’s with the increased incidence of older adults who live
alone (Jackson, 2016). Though the majority of APS clients are age 65 and older, all state APS
agencies also serve anyone over 18 who has diminished mental capacity and thus is potentially
at risk for abuse, neglect, or self-neglect (Pillemer et al., 2016).
The history of elder abuse policy, however, is difficult to trace, problematic, and
incomplete because of a lack of comprehensive federal legislation (Jackson, 2016; Teaster,
Wangmo, & Anetzberger, 2010). Elder abuse came to prominence in the early 1960’s during
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the civil rights movement, a time when women, older people, and minorities were fighting for
their rights (Bonnie & Wallace, 2003). In 1974, Congress amended the Social Security Act to
include stimulus for adult protective services to vulnerable adults who were victims of abuse
and exploitation. These programs were funded by the federal government through social
services block grants given to and managed by individual states (Bonnie & Wallace, 2003).
This resulted in the creation of distinct APS programs among states with variation in the
populations served and services provided.
Services such as how and when investigations of alleged mistreatment are conducted
vary among states (Dhrubodhi, 2011). To reduce variations in APS among states, in 2016, the
United States Department of Health and Human Services, ACL, developed the Voluntary
Consensus Guidelines for States Adult Protective Service. The purpose of the guidelines was
to “promote an effective adult protective services (APS) response across the country so that all
older adults and adults with disabilities, regardless of the state or jurisdiction in which they
live, have similar protections and service delivery from APS systems” (ACL, 2016, p. 3). An
understanding of the APS system and APS workers in the United States is necessary, to
appreciate the importance and significance of the Voluntary Consensus Guidelines for States’
Adult Protective Service.
The APS Worker in the United States
APS workers are responsible for investigating allegations of abuse, neglect, and
exploitation of persons aged 65 and older, and adults with mental illnesses, intellectual or
developmental disabilities. APS workers include both administrative staff and field staff.
Administrative staff may work in the APS office and include legal, information technology,
administrative, and training staff. Field staff have direct contact with victims of elder abuse or
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disabled adults and may include intake staff, investigators, APS workers, and supervisors
(Quinn, 2012). While APS workers may not directly provide needed services to their clients,
they work closely with multidisciplinary teams and other professionals in various fields to
assist with the investigations (Ernst & Smith, 2012; Tapp, Payne, & Strasser, 2015). These
include professionals with experience in civil and criminal law, medicine, forensic science,
mental/behavioral health, finance, accounting, real estate, and domestic violence/sexual assault
(ACL, 2016). Other social service professionals work within the same agency or other
governmental and non-governmental agencies, to provide intervention services such as
emergency housing (National Adult Protective Services Association [NAPSA], 2020).
The role of APS workers may vary from state to state, although APS workers within
each state must abide by the APS program’s regulation, policies, and procedures to ensure
compliance with state laws (Ramsey-Klawsnik, 2018). Despite the variations in state laws,
there are certain basic principles and code of ethics which shape the practice of all APS
workers. The principles are set forth in the National Voluntary Consensus Guidelines for State
Adult Protective Services Systems September (ACL, 2016). There are four key concepts in the
ethical foundation for APS practice: (1) least restrictive alternative, which means meeting the
person's care and support needs while putting few limits on the individual’s rights and
freedom, (2) providing person-centered service, which is the provision of services and supports
that meets the needs, goals, preferences, cultural traditions and values of the individual being
served; (3) using a trauma-informed approach by providing empathetic care that recognizes the
signs and symptoms of trauma in clients and the impact and recovery paths of the trauma; and
(4) the use of supported decision-making where the abused individual is assisted to make and
communicate decisions about their life (ACL, 2016). As the role of the APS worker varies
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from state to state so too does the caseload for APS workers vary by state and by programs.
The State of APS (2012) National Baseline Survey of Adult Protective Services provides
fundamental data on APS.
The State of APS (2012) National Baseline Survey of Adult Protective Services was
conducted by the NASUAD. The data indicates that in seven states, APS workers have a
caseload of 10 to 20 cases per worker, 25 to 49 cases per worker in 25 programs and 50 to 100
or more cases per worker in at least 10 programs (Quinn, 2012). In general, more than 85% of
states reported an increase in the average caseload over the past 5 years, including the state of
New York (Quinn, 2012). The APS Survey also indicates variations in states and programs
with respect to time for the following: initiating a report; age range of eligible clients;
mandatory reporting requirements; special training of investigators, APS workers, and
supervisors; and certification requirements. It is noteworthy that the caseload per worker in the
state of New York was not in the reports from the APS study. The survey did not contain
questions about the health, the stressors experienced, and the professional quality of life of
APS workers, which are variables of interest in this study.
APS Workers in New York State
The New York State (NYS) Office of Children and Family Services, through the
Bureau of Adult Services, is responsible for the oversight of the APS (Office of Children and
Family Services [OCFS], 2019). NYS has clear guidelines, requirements, and standards for the
handling of casework by APS workers as it pertains to older adults and adults with disabilities.
The guidelines outline mandated timeframes for responding, investigating, visiting, opening,
and reviewing of cases, and mandatory training for APS workers and supervisors (OCFS,
2019). These mandated guidelines, requirements, and standards affect the number of cases an
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APS worker can effectively manage. Similarly, these timeframes, including monthly home
visits to APS clients, drive the number of cases an APS worker is allotted to manage, which is a
major contributor of work environment stress.
Mandatory Reporting to APS
Reporting requirements, in terms of types of allegations that must be reported, vary
from state to state (Quinn, 2012). Concerns of physical, emotional, or psychological and
sexual abuse, neglect by care providers, financial exploitation, and self-neglect are included in
mandated reporting laws (Jogerst, Dawson, Brinig, & Schmuch, 2003). Common mandated
reporters are social service professionals, law enforcement, emergency response service,
healthcare services, medical or dental services, mental health services, and the clergy (Quinn,
2012).
Training of APS workers and timeframe for reporting allegations of abuse are also
state-specific. In NYS, it is mandated by statute and local policy that both APS workers and
supervisors complete APS specific training in their respective roles (Yaffe, Wolfson, &
Lithwick, 2009). However, the duration of the training varies from less than 1 week to 4 weeks
for new workers and less than 1 week to 2 weeks in-service training for existing staff (Quinn,
2012). Training is usually performed by APS dedicated contractors, but certification for
completing the training is not mandatory (NAPSA, 2020). APS workers in NYS do not
respond to complaints or accept reports of abuse 24 hours a day. However, they do have 24
hours to initiate an assessment and investigation of a report of abuse (Quinn, 2012).
Investigative Role of APS Workers
APS workers’ primary role is to investigate an allegation communicated to the APS
office regarding the welfare of an older adult or an adult with disabilities. A trained
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professional in the APS intake office screens the report to determine whether the report meets
the statutory requirements or statutory definition for APS services of the state or municipality
receiving the report (NAPSA, 2020). Albeit there is discrepancy, variability, and ambiguity
also in the definition of the term statutory requirement among states (Bonnie & Wallace, 2003).
Despite this discrepancy, in all states, the APS worker assesses and investigates the allegations
of abuse to determine when abuse is substantiated. If and when abuse is substantiated, the APS
workers develop immediate action plans to protect individuals from further harm and
collaborate with other social service professionals to ensure the well-being of clients.
Population Served by APS Workers
The eligibility criteria for APS services vary by age, cognitive ability, physical
disability, and dwelling of the client. There is variation regarding whether older adults served
must be impaired physically, cognitively, or both, and eligibility is more simply defined by age
alone. In many states, individuals aged 18 years and over with a disability are eligible. In other
states, individuals with a disability (aged 18 years through some specific age - for example, 59
years or 64 years) are eligible. A few state APS programs only serve older adults, with the age
group defined by law as 60+, 62+ or 65+ years. In NYS, APS workers provide services to all
individuals 18 years and older. Clients younger than 18 years are served by CPS, which differs
from APS, not only in terms of funding, but in many other ways as discussed in the next
sections (Quinn, 2012).
Child Protective Services in the United States
CPS differ from APS in many ways. A major difference is that federal laws govern
CPS while state laws govern APS (ACL, 2016). Other differences exist in terms of the
definition of maltreatment, protocols for mandatory reporting, the method used for performing
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assessments on clients, how and when cases are closed, staffing ratios, APS worker education,
training and quality assurance, and the timeframe for intake of new cases, performing
investigations, and case planning (ACL, 2016). These differences resulted in the creation of
distinct APS programs among states with variation in the populations served and services,
unlike that seen in their counterpart, the CPS workers. Variations in APS programs may
contribute to high levels of workplace stress resulting in burnout and secondary traumatic
stress that may affect the health and well-being of the workers (Dagan, Itzhaky, & Ben-Porat,
2016). Workplace stress stem from work overload, conflicting demands, unclear roles or
expectations, work-life imbalance, unpleasant interactions with clients, and lack of
opportunities for advancement (Happell et al., 2013). The long-lasting harmful effect of stress
has a negative impact on an individual’s physical, psychological, and social functioning. Table
2 includes comparisons and summaries of the guidelines for nine major areas pertinent to both
CPS and APS systems.
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Table 2
Comparison of Guidelines for Child Protective Services and Adult Protective Services
Topic

Child Protective Services

Adult Protective Services

1 Mandatory
Reporting

The federal government established
what constitutes child abuse and
who is eligible for services under
Child Welfare provisions.

State laws define abuse differently,
including APS service eligibility:
49 states mandatory APS or law
enforcement; 37 states serve those
18+; 15 states required to report.

2 Assessment

Federal requirements are that
systems have a differential
response to various types of
screening and assessment
procedures.

NAPSA Minimum Standards (MS)
recommend APS systems have a
systematic approach to a needs/risk
assessment.

3 Intake

The Child Welfare Council on
Accreditation recommends that a
child abuse report intake system be
available 24 hours a day.

NAPSA MS that systems should
have a systematic means of
receiving and screening abuse
maltreatment reports.

4 Investigation Federal CPS standards address
and Case
minimum visit frequencies and
Planning
time limits on home visit reports
and differential responses for
screening/assessment/case types
reported.

NAPSA MS -systematic
examination of reported
maltreatment to determine
appropriate response. Standards list
key aspects of examination and
response.

5 Case closure

Minimum timeframes for case
closure and guidelines for
processing case closure

NAPSA MS list commonly
accepted reasons for closing cases.

6 Staffing
ratios

Federal CPS requirements
recommend that states establish
ratios, but do not say what those
ratios should be.

NAPSA MS- APS caseload varied
from 0-25 per worker (13 states) to
100+ (4 states). The majority (21
states) was 26-50. The ratio of
supervisor/investigators from 1:1 to
1:14.

7 APS worker
education

Federal CPS requirements - states
must establish minimum
qualifications for staff.

NAPSA MS are staff should be
qualified by training/experience – in
35 states supervisors and APS
workers must have college degree.

8 APS worker
training

Federal CPS requirements govern
types of training that CPS workers
should have.

NAPSA MS - staff training, 18
states < 1 week; 10 states > one
week; 4 states – none.
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9 Quality
assurance

Federal government set specific
standards for CPS systems relating
to outcomes measures

NAPSA MS case review system:
70% of states have case review
systems and in 3/4 of those states,
every case is reviewed, mostly by a
supervisor or administrator. Over
one quarter of states report no
quality assurance.

Source: Adapted from Administration for Community Living - National Voluntary Consensus Guidelines for
State Adult Protective Services Systems Sept 2016

The nation's CPS system has historically focused on preventing maltreatment in highrisk families where the children have already been maltreated (Waldfogel, 2009). Preventive
services facilitated by CPS workers include individual and family counseling, respite care,
parenting education, housing assistance, substance abuse treatment, childcare, and home visits.
Reported maltreatment of children in high-risk families was substantially decreased with
interventions and home-visiting programs (Chaiyachati, Gaither, Hughes, Foley-Schain, &
Leventhal, 2018; Levey, Gelaye, Bain, Rondon & Williams, 2017).
Work Stressors Encountered by CPS workers
Similar to APS work, child welfare work is a demanding and challenging role, for
reasons ranging from the emotional nature of the work to the severity and complexity of cases
and the high levels of workload. Researchers have shown that high levels of burnout and
secondary traumatic stress contribute to staff turnover in CPS workers (Boyas et al., 2012;
Burns & Christie, 2013; Johnco, Salloum, Olson, & Edwards, 2014; Strolin-Goltzman, 2010;
Williams et al., 2011). Burnout and secondary traumatic stress also have harmful
consequences for the CPS worker. Work stress among CPS workers is noted to be higher than
that of other social service workers. For example, CPS workers, experience higher workloads,
greater role conflict, and have lower personal accomplishment and depersonalization than other
social service workers (Kim, 2011). Work stress of CPS workers is associated with unhealthy
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eating habits which in turn is associated with intention to leave, years on the job and the
perception of the CPS workers’ own health (Griffiths, Royse, & Walker, 2018). Future studies
are needed to examine the consequences of stress on the health of social service workers in
general.

Consequences of Work Stressors
Research on the effects of stressors on health and social welfare professionals has
mostly been conducted with nurses and police officers. Highly stressful positions among
nurses were associated with weight gain, smoking, sleep deprivation, and poor eating habits
(Jordan, Khubchandani, & Wiblishauser, 2016; Perdikaris, Kletsiou, Gymnopoulou, &
Matziou, 2010). Studies to gauge stress levels, explore coping strategies, and evaluate the
effects of stress on police officers occurred (Ménard & Arter, 2014; Patterson, George, Chung,
& Swan, 2013); however, little is known about impact of stress on the health and well-being of
child welfare workers and far less on the health of APS workers.
High levels of stress are associated with physical and mental health problems (StultsKolehmainen, Tuit, & Sinha, 2014; Thoits, 2010). Chronic stress also has a negative effect on
health. In two systematic reviews, researchers found that chronic psychosocial stress,
perceived stress, and depressive symptoms was associated with an increased risk for weight
gain, high cholesterol, diabetes, and high blood pressure (Bergmann, Gyntelberg & Faber,
2014; Gowey, Khodneva, Tison, Carson, & Dutton, 2019). There are reports of long-lasting
harmful effects of stress on an individual’s physical, psychological, and social functioning
(Seo, Tsou, Ansell, Potenza & Sinha, 2014). Heart disease, the second leading cause of death
in the United States, has been linked to stress (Baugerud, Vangbæk & Melinder, 2017;

27

Anderson, 2016; Luscher, 2016; Stringhini & Guessous, 2018). Physiological changes such as
increased pulse rate and respirations, muscle tension, vasoconstriction, and increased brain
activity, typically result from exposure to stress (Pender, 2011). Also noted was that stress can
cause alterations in bodily systems (digestive, excretory, and reproductive systems) leading to
symptoms, such as headaches, irritability, sleeplessness, and depression (Pender, 2011).
Workers in these front-line professions experience stressors from many sources. Stress
results from exposure to trauma and secondary trauma. Secondary trauma is the feeling of
anxiety and increased sensitivity experienced by individuals after hearing about the traumatic
events of others (Stamm, 1995). Social stress comes from interpersonal and family conflicts.
Workplace stress can stem from work overload, conflicting demands, unclear roles or
expectations, work-life imbalance, unpleasant interactions with clients, and lack of
opportunities for advancement (Happell et al., 2013). Work environments, such as those
experienced by APS workers, may result in secondary trauma that may affect the health and
well-being of the workers (Dagan, Itzhaky, & Ben-Porat, 2016). There is a gap in the literature
with respect to research on the health consequences of work stress on social welfare
professionals, particularly protective service workers (Griffiths et al., 2018).
Literature Review
APS Workers: Work Stress and Health
A comprehensive integrative review was conducted following methods described in the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement
guidelines (Moher et al., 2015), to identify research examining work stress and health among
APS workers. The electronic database search included the use of CINAHL, MEDLINE,
PsycINFO, Social Science Full Text, Social Work Abstracts, Health Source: Nursing
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Education, and Socio Index, supplemented by a manual search of the grey literature and
additional review of Google Scholar sources. The search terms started with the main keywords:
Adult Protective Service, Adult Protective Service workers, APS, health, wellness, and stress.
The Boolean operators AND and OR were applied to the search which included research
studies from 2009 to 2019 written in English only. All titles were first assessed followed by
review of the abstracts. The relevant full-text articles were further assessed and only the peerreviewed articles containing the terms adult protective services, worker, health, wellness and
stress were extracted for this review. Three research articles addressing the responses to work
stress in APS workers were located (Bourassa, 2009; Bourassa, 2012; Ghesquiere et al., 2018).
The PRISMA flow diagram is in Figure 4.
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Figure 4. Results of the search according to PRISMA guidelines
Source: Moher et al. (2015). Preferred reporting items for systematic review and meta-analysis protocols
(PRISMA-P) Systematic Reviews, 4(1).

The first article, a quantitative research study by Ghesquiere et al. (2018), described the
work environment of APS workers and responses to occupational hazards and work stressors
including compassion fatigue, burnout, and secondary traumatic stress in APS workers in New
York City. Ghesquiere et al. found that 25% of the respondents were at high risk for
compassion fatigue, burnout, and secondary traumatic stress. The second study, Bourassa
(2012), used qualitative research methodology to (a) explore the perceptions of APS workers
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on working with older adult clients who are abused and neglected and to (b) identify and define
the symptoms and potential repercussions of compassion fatigue. The third study, Bourassa
(2009), was a concept analysis in which the author defined the concept of compassion fatigue
and related the phenomenon of APS social workers. This study was omitted from the review as
no variables were examined in this paper. Appendix D includes a summary of the
characteristics of the two studies included in the review.
Appendix D includes the author (s), year, country, name of the journal, title of the
article, focus of the study, population, sample, research design, methods, outcome measures,
data analysis, results, implications, and limitations. The two studies, Ghesquiere et al. (2018)
and Bourassa (2012), described work environmental factors associated with stress in APS
workers. Ghesquiere et al. used a quantitative research methodology (a survey) including the
ProQOL to identify work environmental factors and stress responses in APS workers. The
ProQOL tool measured compassion fatigue, burnout, and secondary traumatic stress
(Ghesquiere et al., 2018). The study showed that work environment factors such as hazards on
the job, supervisor support, and work climate contributed to stress on the job. Some responses
to work stress exhibited by workers were compassion fatigue, burnout, and secondary
traumatic stress. It is noteworthy that these work stress responses were present even in
workers who reported a moderately high job satisfaction rate.
Bourassa (2012) used a qualitative research approach to explore the experiences and
perspectives of nine APS social workers in relation to compassion fatigue. The study showed
that this group of APS social workers did not experience compassion fatigue. The workers
reported that work environment factors such as supervisor support and coworker support
helped to protect against symptoms and effects of compassion fatigue. The study also showed
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that this group of APS social workers used personal characteristics such as education, personal
history of crisis, and sense of achievement to develop mechanisms to protect themselves from
compassion fatigue. Some APS social workers reported that the theories and skills learned
during their training helped them to develop self-protective mechanism. Similarly, APS social
workers who had a history of personal crises like substance-abusing parents, family history of
chronic mental illness, and feelings of a decreasing sense of accomplishment more readily
exhibited signs of compassion fatigue than those who did not experience those personal crises.
Other Populations: Stress and Health
The relationship between stress and health promoting behaviors is documented in
female college student athletes, mothers, and nurses (Divin & Hale, 2010; Loh, Harms &
Harman, 2017; Tucker, Weymiller, Cutshall, Rhudy & Lohse, 2012). The researchers utilized
Pender’s health promotion model as measured by the factors associated with healthy behaviors
(stress management, nutrition, exercise, spirituality, interpersonal relationship, and health
responsibility). An inverse relationship was noted between stress and health-promoting
behaviors with stress accounting for a significant variation in a health promoting lifestyle in
female college student athletes (Divin & Hale, 2010).
When Loh et al. (2017) conducted a study examining stress among multiparous and
primiparous mothers, they found that mothers who used health promoting behaviors had lower
parental stress with higher levels of quality of life. An inverse relationship was again noted
between the stress levels and overall health promoting behavior scores in nurses who also
exhibited higher stress levels and lower health promoting behaviors scores when they had
outside caregiver responsibilities (Tucker et al., 2012). The association between stress and
health promoting behaviors has not been studied in APS workers.
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Health Promoting Behaviors Mitigate the Effects of Stressors
There is some evidence that self-care, self-protecting, and health promoting behaviors
can mitigate the negative effects of stressors. Stress management, nutrition, physical activity,
social relationships, spirituality, and responsibility are health promoting behaviors (Pender,
2011) that might mitigate the negative effects of stressors. For example, studies have indicated
that social relationships in the form of social support is essential for maintaining physical and
psychological health (Ozbay et al., 2007). The satisfaction received from social relationships
and the number of social supporters were partial mediators between perceived stress and
depression (Thorsteinsson et al., 2013).
The health promotion slogan "Friends can be good medicine!" initiated by the
California Department of Mental Health in 1983 highlighted the critical importance of the
positive relationship between an individual’s social support and health (Hersey, Klibanoff,
Lam, & Taylor, 1984). Since 1983, researchers have found that social involvement was
independently related to the survival of illness like breast cancer (Funch et al., 1983) and
important in reducing strain and mitigating stressors (Viswesvaran et al., 1999). In fact,
Hughes et al. (2004) found a positive correlation between social support and coping strategies
and a negative correlation between social support and job stressors. Moreover, new studies in
neurobiology implicated mindfulness-based stress reduction intervention in the reduction of
psychosocial distress. Furthermore, studies in psychobiology show that social support helps
enhance resilience to stress and decrease the consequences of traumatic stress disorder like
PTSD and secondary traumatic stress (Southwick, Vythilingam, & Charney, 2005). Research
on spirituality and the ability to mitigate stressors have been similar.
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In research conducted by Hughes et al. (2004), religiosity was negatively related to job
strain while spirituality mediated psychological distress. Similarly, Prado et al. (2004) showed
that larger number of stressors related to greater religious involvement in low-income HIVseropositive African American mothers. Yet, in other research, while stress negatively
correlated with spiritual well-being, prayer fulfilment positively associated with well-being
(Muller, 2004). Similar findings resulted from research on nutrition and social support.
Researchers revealed a relationship between nutrition and social support. In one
research study, the elderly who had a high level of social support had better nutritional intake
than the elderly who had low levels of social support (McIntosh, Shifflett & Picou, 1989).
Nutritional inadequacy was exacerbated in the elderly who were experiencing stressful life
events and strain (McIntosh et al., 1989). New research on plant polyphenol and the positive
effects of antioxidants to detoxify bodily systems also have been found to mitigate
environmental stressors (Bjørklund et al., 2017). More research is needed to understand the
relationship between health promoting behaviors and the effects of stressors on the health and
wellness of individuals in general. However, the inherent stressful nature of the job of APS
workers and the dearth of research on APS workers validate the need for this current study.

Summary
There is a huge gap in the literature on research with APS workers. In only one study
by Ghesquiere et al. (2018), there was an association between work environment factors
(hazards on the job, supervisor support, and work climate) and stress responses (compassion
fatigue, burnout, and secondary traumatic stress). In a second study by Bourassa et al. (2012),
work environment factors (supervisor support and coworker support) protected APS social
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workers against symptoms and effects of compassion fatigue. Personal crises like substanceabusing parents, family history of chronic mental illness, and feelings of a decreasing sense of
accomplishment were associated with compassion fatigue. The association between work
stress and health was well documented in various populations (Patterson, Chung, & Swan,
2013; Perdikaris, Kletsiou, Gymnopoulou, & Matziou, 2010; Persaud & Williams, 2017).
However, no research has been found that included the exploration of factors associated with
health promoting behaviors in APS workers and other professionals who support vulnerable
adults. Prior to intervening, we need to understand the health promoting behaviors of APS
workers and other professionals who support vulnerable adults, as well as the predictors and
the determinants of health promoting behaviors in this group of professionals. The generation
of this knowledge will likely assist nurses to develop health-promoting activities for APS
workers and other professionals to better care for their own physical, mental, and emotional
health and ultimately better care for the vulnerable adults they serve.
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CHAPTER THREE
Methods
Chapter 3 includes the methodology utilized to answer the research questions.
Addressed in the chapter are the research methodology in the study, the design, the population,
sampling frame, and informed consent. Chapter 3 also includes discussions of confidentiality,
geographic location, data collection and analysis methods, validity and reliability of
measurement tools, and the appropriateness of the methodology for the study.
Design
The methodology was quantitative and the design was correlational. A descriptive
correlational design was used in this cross-sectional analysis of the demographics and work
environment factors associated with health promoting behaviors and work quality of life in
APS workers and other professionals who support vulnerable adults. The primary data was
obtained from a survey of all APS workers, supervisors and the other professionals who
attended the Adult Abuse Training Institute (AATI) conference in Albany, New York in October
2019.
Study Site and Sample
Annually, the Brookdale Center for Healthy Aging at Hunter College conducts the New
York State Adult Abuse Training Institute (AATI) for APS workers and those in related
professions throughout NYS. The conference training occurs annually by contract for the New
York State OCFS, which is the agency that oversees and advises APS agencies throughout the
state. The annual three-day event is in Albany, New York every Fall, when 300 to 400
participants from a variety of public, non-profit, and private service providers attend the
training institute. The conference is primarily for APS staff and professionals who work with
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the elderly and vulnerable adults. Attendees of the 2019 conference included frontline staff in
the fields of healthcare, mental health, public health, aging, domestic violence, including APS
workers, elder service providers, social workers, law enforcement, lawyers, and health care
providers that interact with elders who are abused. In 2019, the goals of the AATI training
program were to: (a) build knowledge, skills, and networks of professionals working with
vulnerable adults, (b) promote the exchange of information, innovative thinking, and practice
(c) improve the provision of services to protect vulnerable adults and (d) nurture and sustain all
those who are engaged in the effort to prevent and end abuse of adults in the state of New York.
The Brookdale Center for Healthy Aging gave permission to conduct the study.
Data Collection Procedures
For the current study, all 350 attendees of the 2019 AATI in Albany, New York were
informed about the survey during the opening session of the conference and invited to
participate. Participants had a choice to take the survey either with a paper copy or online via
Qualtrics, an online survey platform. Both paper and online surveys contained a cover sheet
with information about the purpose, content, and the use of the information collected
(Appendix E). The paper survey contained a written consent script and the online survey
contained an internet-based informed consent script. For paper administration, copies of the
survey were placed in the conference packet of all attendees. Completed surveys were placed
by study participants in a secured box, closely monitored by conference staff at the “health
booth,” which was a part of the conference and located in the exhibit hall. When people
approached the health booth, they were reminded about the survey and asked to complete it
either online or put it in the box if already completed. The information at the health booth was

37

available to all, regardless of whether they completed or did not complete the survey, and the
health booth would have been set up even if the survey was not being conducted.
The paper copies were placed in a secured box located at the health booth. The secured
survey box was sealed and not opened until all surveys were placed inside of it and at the end
of the conference. For online administration, the conference organizers distributed the survey
to all conference registrants within one week after the conference via an email link to the
Qualtrics-based survey. At no time did the researchers or data collectors have access to the
email list. After completion of the online survey, participants were directed to hit the “submit”
button and automatically submit the survey. Both the paper and online survey were
anonymous, confidential, and voluntary. Data collected through Qualtrics are password
protected through the Qualtrics system and downloaded to a password-protected computer. The
original password protected Qualtrics datafile that is stored in the cloud will be
deleted/destroyed after 3 years. The paper copies of the survey will remain in a locked filing
cabinet in a locked research staff office and will be destroyed after 3 years. The minimal risk
to the participants from taking the survey was that some of the questions may cause some
psychological distress. A list of resources participants could contact for help for any potential
distress was given to all participants.
Human Research Protection
The study was approved by the Institutional Review Board at Hunter College of the
City University of New York to ensure protection of the participants’ human rights and use of
proper study protocol and procedures. The researcher also successfully completed the
Collaborative Institutional Training Initiative human subjects training, as required by all
researchers in the City University of New York. The procedures for conducting the study were
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submitted for review by the CUNY School of Public Health HRTP, as described in the
Protection from Human Subjects section with amendments clarifying the use of data for the
dissertation. These procedures were approved as exempt from review by the CUNY Human
Research Protection Program (HRPP) (Protocol # 2019-0925; Appendix C).
Survey History
The current study builds on previous studies of APS workers and elder abuse providers.
In 2014, Dr. Stacey Plichta, colleagues, and students conducted a study entitled, “Job
Characteristics and Health of Adult Protective Services Workers in NYC.” The participants
were APS workers in New York City, employed by the Human Resources Administration. The
purpose of that research study was to better understand the health, health behaviors, and work
environment of APS workers. In 2015, Dr. Plichta and colleagues expanded the study sample
to include all elder abuse providers. The goal of that study was to explore the relationship
between occupational stress in elder service workers in NYS to their job performance and
health. Researchers in both studies used cross-sectional surveys containing items describing
work-related stressors, worker health, and work-related protective factors. The purpose of both
surveys was to conduct a health risk assessment of elder service and APS workers.
Description of Previous Surveys
The surveys included measures of self-care, physical health, mental health, and
professional quality of life. The measures used in the surveys came from validated instruments
and expert panel review/discussion. The health and demographic questions were drawn from
the CDC Behavioral Risk Factor Survey and the work climate questions were from the 2012
Federal Employee Viewpoint Survey. The 2010 ProQOL Survey included items concerning
burnout, compassion fatigue, and compassion satisfaction. Depression was measured using the
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Patient Health Questionnaire 2 item version. There are similarities and differences between
past surveys and the current survey. While both surveys included the Professional Quality of
Life (ProQOL) Scale and similar demographic questions, the current survey included the
Health Promotion Lifestyle Profile II (HPLP-II) scale which measured health promoting
behaviors and potential predictors of these behaviors. The current survey also contained
questions to examine environmental factors associated with health promoting behaviors in the
APS workers.
Description of the Current Survey
The current survey included questions about the work-life of the APS worker and other
professionals, including the length of time working with vulnerable adults, the percentage of
time with direct client contact, and the type of work performed, among other work-life balance
questions. Included in this study were two complete scales - the HPLP-II and the ProQOL
scales. The HPLP-II scale contains items about health-promoting behaviors in the domain of
stress management, nutrition, exercise, spirituality, social relationships, and health
responsibility. The ProQOL measures compassion fatigue, burnout, and secondary traumatic
stress which are the workers’ response to work environment stressors. The current survey also
contains demographic questions like age, gender, marital status, identity, education, household,
caregiving responsibilities, and salary. The survey also contains two open-ended questions
about how individuals cope with stress and the wellness programs and activities desired on the
job. A copy of the survey is in Appendix D.
Measures. The dependent variables are health promoting behaviors (stress
management, good nutrition, physical activity, interpersonal relationships, spirituality, and
health responsibility) as measured by the HPLPII. The independent variables are: (a) personal
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factors or demographics (age, gender, marital status, ethnicity, education, number of people in
the household, number of children in the household, and salary category from main job) and
(b) the work environment factors or work-related quality of life measured by the ProQOL
scale.
Health Promotion Lifestyle Profile II. The HPLP-II is useful in measuring health
promoting behaviors of individuals and includes background factors that influence healthy
behavior. The HPLP-II has been used in hundreds of research studies, with well-documented
psychometric properties (Stamm, 2010). The self-administered HPLP-II contains 52-items
with a behavior rating scale that uses a 4-point Likert type form to measure the frequency of
health-promoting behaviors. Items are scored as Never (N) = 1; Sometimes (S) = 2; Often (O)
= 3 and Routinely (R) = 4. The 52 items on the instrument includes six subscales of eight to
nine questions each. A score for overall health-promoting lifestyle is obtained by calculating a
mean of the individual's responses to all 52 items. The mean of the six subscale scores is
obtained similarly by calculating a mean of the responses to subscale items. The use of means
rather than sums of scale items is recommended to retain the 1 to 4 metric of item responses
and to allow meaningful comparisons of scores across subscales on a scale of 1 to 4. The six
dimensions of the HPLP-II instrument and corresponding questions numbers in the tool are in
Table 3. The HPLP-II instrument is in Appendix D.

41

Table 3
Six Dimensions of the HPLP-II
SCALE/SUBSCALE

QUESTION #

Health-Promoting Lifestyle (Total Scale)

1 to 52

1. Health Responsibility (9)

3, 9, 15, 21, 27, 33, 39, 45, 51

2. Physical Activity (8)

4, 10, 16, 22, 28, 34, 40, 46

3. Nutrition (9)

2, 8, 14, 20, 26, 32, 38, 44, 50

4. Spiritual Growth (9)

6, 12, 18, 24, 30, 36, 42, 48, 52

5. Interpersonal Relations (9)

1, 7, 13, 19, 25, 31, 37, 43, 49

6. Stress Management (8)

5, 11, 17, 23, 29, 35, 41, 47

Source: Pender, N., Murdaugh, C., & Parsons, M. (2011). Health promotion in nursing practice (6th ed.). Upper
Saddle River, NJ: Pearson Education, Inc.

The psychometric properties of the HPLP-II model were validated in English and other
languages (Walker & Hill-Polerecky, 1996), including Chinese in research with Taiwanese
women (Meihan & Chung-Ngok, 2011), Spanish (Martínez-González, López-Fontana, Varo,
Sánchez-Villegas, & Martínez, 2005), Turkish, Persian, Japanese and Portuguese (Isa, Amir, &
Banafsheh, 2012). The HPLP-II II was evaluated by measuring internal consistency and itemtotal correlation. Acceptable internal consistency (a value of .7 or greater) was demonstrated
with a Cronbach's alpha of .943. for the total scale and subscales ranging from .793 to .872.
Test-retest reliability was .892 after 3-week interval. The construct validity of the instrument
was assessed with confirmatory factor analysis (CFA). The CFA of the revised 51-item HPLPII II yielded a good estimate of fit (v2 = 4.509, df = 5,P = .479, AGFI = .956, NFI = .991,
RMSEA = .001). Correlations between the revised HPLP-II II and the six subscales ranged
from .74 to .87. All factors were significantly loaded on their respective latent factors .674
to .846 (Pender, 2011; Kuan, Kueh, Abdullah, & Tai, 2019; Walker & Hill-Polerecky, 1996).
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However, this instrument has not yet had its reliability tested with a population of adult
protective services workers and professionals who work with vulnerable adults.
Personal Factors (Demographics). Personal factors are the biological, psychological,
and sociocultural factors. These are the general characteristics of the individual that influence
health behaviors (Pender, 2011). In the study, the independent variable, personal factors were
measured with the following demographics factors: age, gender, marital status, ethnicity,
education, number of people in the household, caregiver responsibility, and salary category
from main job. Table 4 includes the personal (demographic) and the corresponding choice of
responses. Table G3 through Table G12 contains the demographic categories by occupation.

Table 4
Personal Factors (Demographics)
Age
Wh
at is
your
age?

Gende
r
What
is
your
gender
?

Marit
al
status

Ethnicity
Which of the
following would
you say is/are part
of how you
identify yourself?

Education
What is the
highest grade
or year of
school you
completed?

1 1829
year
s
2 3041
year
s
3 4253
year
s

Femal
e

Married

AfricanAmerican or
Black

H.S
diploma or
GED

Male

Single

Creole or
CaribbeanAmerican

Other

Divorced
or
Separated

Hispanic/Latino

Some
college or
technical
school
Two-year
degree
(AAS)

43

Househo
ld
How
many
people
reside in
your
househol
d,
including
yourself?
Adults

Caregiver
Responsibili
ty
Do you
have
caregiver
responsibilit
y for?

Salary
What is
your
salary
level
from
your
main
job?

Children

I am a
volunte
er

Children
(Age 017)

Older
adult/s

less
than
$20,780

Disabled
adult/s

$20,781
$41,560

4 5465
year
s
5 66
and
over

Widowed

6

White

Four-year
degree
(BA/BS)

Other
(specify)

$41,561
$62,340

Asian

Graduate
degree
(MA/MS/
PhD)

No
caregiver
responsibilit
y

$62,340
$83,120

American
Indian
Alaskan Native
Hawaiian or
other Pacific
Islander
Other

7

greater
than
$83,120

I do not
wish to
answer

Work Environment. The second independent variable, work environment factors
(work-related quality of life) or workers’ reaction to the work environment, was measured by
the ProQOL scale. The association between work related responses to work stressors
(compassion fatigue, burnout and secondary traumatic stress) is depicted in the ProQOL
diagram in Figure 5.

Figure 5. Professional quality of life. Source: Stamm, B.H. (2010). The Concise ProQOL Manual, 2nd Ed.
Pocatello, ID: ProQOL.org.
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The ProQOL has good construct validity with over 200 published papers and over
100,000 articles on the internet published using the ProQOL (Stamm, 2010). The psychometric
properties of the ProQOL were measured numerous times with good reliability and validity.
Of the 100 published research papers on compassion fatigue, secondary traumatic stress, and
vicarious traumatization, nearly half utilized the ProQOL or one of its earlier versions. The
three scales measure separate constructs. The Compassion Fatigue scale has inter-scale
correlations of 2% shared variance (r = -.23; co-σ = 5%; n = 1187) with Secondary Traumatic
Stress and 5% shared variance (r = .-.14; co-σ = 2%; n = 1187) with Burnout (Stamm, 2010).
The ProQOL (Appendix A) contains 30 items rated a 5-point Likert type to measure how
frequently the participants experienced the behaviors in the last 30 days. Items are scored as
Never, Rarely, Sometimes, Often, and Very Often. There are three steps to scoring the ProQOL.
The first step is to reverse items 1, 4, 15, 17, and 29. The second step is to sum the items by
subscale and the third step is to convert the raw score to a t-score.
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CHAPTER FOUR
Results
Data Analysis
The latest version of SPSS (SPSS 26.0) was used for all statistical analysis. The data
analysis plan occurred in three phases. First, all study variables were presented using
descriptive statistics, such as means, standard deviations, and minimum/maximum values for
continuous variables (interval/ratio level) and frequencies and percentages for categorical
variables [(nominal/ratio level) Tables 5 to 9]. Next, a series of bivariate tests were used to
produce inferential findings for the first research question. Specifically, one-way ANOVAs
were used to compare categorical (3 or more categories) explanatory variables with the
continuous dependent variables and independent samples t-tests were used to compare
dichotomous explanatory variables with the dependent variables (Tables 14 to 20). General
linear models were used to compare families of predictor variables. Pearson’s r correlation was
used to test validity by comparing continuous explanatory variables with the continuous
dependent variables. Explanatory variables related to each dependent variable, respectively, at
a statistical significance level (p < .05), in the third phase of analysis, multivariate analysis.
A multivariate model, specifically a multiple linear regression model, was used to
examine each dependent variable as a function of all the explanatory variables significantly
related to that dependent variable in bivariate analysis (Tables 21 and 22). The final regression
models were evaluated in terms of the overall statistical significance of the model, r squared
values, beta values, and the statistical significance of the individual predictors (Tables 21 and
22). Only explanatory variables related to each dependent variable at a statistically significant
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level within the regression model were considered to be related to that outcome in the context
of the study.
Regarding missing data, there were originally 146 study participants. Of these, 17
(11.64%) responded to less than 80% of the items on one or both of the two dependent variable
measures and were excluded from the data analysis. Among the remaining 129 study
participants that provided at least 80% of data for both dependent variables, the valid mean of
all responses was used to replace any missing values.
Among the explanatory variables, several items were missing a small number (typically
1 or 2) of values. These missing values are noted within the study tables. When explanatory
variables were significantly related to a dependent variable in bivariate analysis, the mean
score of the valid responses were imputed in place of the missing value to facilitate inclusion
of that explanatory variable within the regression model, where the case would not be excluded
via listwise deletion.
In terms of statistical power, results based on the G*power software noted that a
medium effect (f = .15) would be detected with power of 0.80 and alpha set at 0.05, using a
sample size of 85 study participants for a multiple linear regression model with five tested
predictor variables. Thus, the current sample of 129 study participants provided sufficient
statistical power for the current analysis.
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FINDINGS
Sample Demographics and Work-Related Factors
Demographics
Table 5 includes a descriptive summary of the first independent variable, the
demographic characteristics of the sample. The list of participants by occupation is in
Appendix G, Table G1: APS workers (n = 38, 29.5%); social/case workers (n = 28, 21.7%);
law enforcement (n = 26, 20.0%); and administration/management (n = 23, 17.8%). There
were a few lawyers, a nurse, and those with unspecified or un-indicated occupations. The
average study participant was between 42 and 53 years of age (n = 42, 33.1%). The majority of
the sample were female (n = 89, 69.0%) and married/cohabitating with partner (n = 82, 63.6%).
Almost three-quarters of the sample identified as White (n = 96, 74.4%). A little less than half
of study participants reported the highest level of education as an associate degree (n = 56,
43.4%), more than a third with a BA or BS degree (n = 47, 36.4%), and some holding graduate
degrees (e.g., MA, PhD) (n = 10, 7.8%). Less than 20% of study participants reported having a
second job (n = 25, 19.4%). The most common salary level from a main job was $50,000 $79,999 (n = 49, 38.0%); however, more than one-third of the sample preferred not to answer
the question about salary or income levels.

Table 5. Demographic Characteristics (n=129)
Variable

N

%

Age
18-29 years
30-41 years
42-53 years
54-64

10
35
42
35

7.9
27.6
33.1
27.6
48

65 years and over
Missing

5
2

3.9

Gender
Female
Male

89
40

69.0
31.0

Marital Status
Married/Cohabitating w/partner
Single
Divorced/Separated
Widowed

82
26
18
3

63.6
20.2
14.0
2.3

21
2

16.3
1.6

1
96
2
2

0.8
74.4
1.6
1.6

5

3.9

16

12.4

56
47
10

43.4
36.4
7.8

Race/Ethnicity
Black or African-American
Creole or Caribbean-American/
Carib-American
Hispanic/Latino
White
Asian
American Indian/Alaskan Na tive/
Native Hawaiian/Pacific Islander
Multiracial/Other
Highest level of education
H.S. degree or GED/
College or tech school
Two-year degree (AA/Technical)
Four-year degree (e.g. BA/BS)
Graduate degree (e,. g., MA, PhD)

What is your salary level from your main job?
$10,000-$29,999
1
$30,000 -$49,999
15
$50,000 -$79,999
49
$80,000 or higher
18
I do not wish to answer
46

0.8
11.6
38.0
14.0
35.7

Work Related Factors
Tables 6 through 9 describe the second independent variable, the work-related factors.
The work-related factors are described in term of four categories: (1) household descriptors, (2)
APS experience, (3) work satisfaction and (4) health and work-life balance.
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Table 6 includes the description of the sample in terms of households and caregiving
responsibilities. A little less than half of study participants reported that 2 adults resided in
their household (n = 61, 48.0%). Two-thirds reported no children in their household (n = 79,
61.2%). About half of study participants reported having no caregiver responsibilities (n = 56,
43.4%).
Table 6. Work-Related Factors - Household Descriptors (n=129)
.
Variable
N
How many people reside in your household, including yourself? – Adults
1
30
2
61
3
22
4
12
5 or 6
2
2 Missing

%

23.6
48.0
17.3
9.4
1.6

How many people reside in your household? – Children
0
79
1
25
2
18
3
5
4
2

61.2
19.4
14.0
3.9
1.6

Do you have caregiver responsibility for: Children?
Yes
47
No
82

36.4
63.6

Do you have caregiver responsibility for: Older adult(s)?
Yes
24
No
105

18.6
81.4

Do you have caregiver responsibility for: Disabled adult(s)?
Yes
10
No
119

7.8
92.2

Do you have caregiver responsibility for: Other?
Yes
5
No
124

3.9
96.1

Do you have no caregiver responsibility?
Yes
56
No
73

43.4
56.6
50

About half of study participants reported having worked with vulnerable adults for 10
or more years (n = 56, 44.1%), as shown in Table 7. About seventy-eight percent of study
participants reported the percentage of their time currently spent in direct client contact was
between 1% and 74% (n = 100, 77.5%) Also reported was their current position as APS
worker (n = 40, 33.3%), and the type of work done as field work (n = 48, 37.2%).
Table 7. Work-Related Factors - APS Work Experience (n = 129)
Variable

N

%

How long have you worked with vulnerable adults?
0-3 years
41
4-6 years
21
7-9 years
9
10 or more years
56
Missing
2

32.3
16.5
7.41
44.1

What percent of your time is currently spent in direct client contact?
None
29
1%-24%
46
25%-49%
19
50%-74%
17
75% or more
18

22.5
35.7
14.7
13.2
14.0

Current Position
APS worker
Law Enforcement
Administration/Management
MSW or Case Worker
Lawyer, Nurse, unspecified

38
26
21
25
19

29.4
20.1
16.2
19.3
15.0

What type of work do you do (Yes)?
Intake
Field Work
Non-Field Work
Benefits Management
All of these

22
48
36
7
30

17.1
37.2
27.9
5.4
23.3

51

As shown in Table 8, over two-thirds of the sample described that they were somewhat
dissatisfied (n = 47, 36.4%) or very dissatisfied (n = 51, 39.5%) with their job. The majority of
the sample reported a daily commute (round-trip) of 30 Minutes or less (n = 73. 57.5%). Twothirds of the sample reported being very unlikely to look for another job in the next year (n =
83, 64.3%).

Table 8. Work-Related Factors - Work Satisfaction (n=129)
Variable

N

%

In general, how satisfied are you with your job?
Very Satisfied
12
Somewhat Satisfied
14
Neither Satisfied nor
5
Dissatisfied
Somewhat Dissatisfied
47
Very Dissatisfied
51

9.3
10.9
3.9
36.4
39.5

On average, how long is your daily commute (round-trip)?
30 Minutes or less
73
31-45 minutes
21
46-60 minutes
23
More than one hour
10

57.5
16.5
18.1
7.9

How likely are you to look for another job during the next year?
Very likely
10
Somewhat likely
12
Somewhat unlikely
24
Very unlikely
83

7.8
9.3
18.6
64.3

Do you work a second paid job?
Yes
No
2 Missing

25
102

19.4
79.1

Table 9 includes results of questions asked about general work-life balance including
general health, days missed because of health problems and general work-life balance. A small
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portion of the sample (n = 7, 5.4%) of the sample described their health as fair. Seventy-one
percent of the sample reported not missing any workdays in the prior 28 period because of a
mental or physical health problems. Regarding work-life balance, most reported being
moderately balanced (n = 52, 40.3%), mostly balanced (n = 47, 36.4%) or exceptionally
balanced (n = 10, 7.8%).
Table 9. Work-Related Factors - Health and Work-life Balance (n=129)
Variable

N

%

Would you say your health is?
Excellent
Very Good
Good
Fair

30
58
34
7

23.3
45.0
26.4
5.4

In the past four weeks (28 days) how many workdays did you miss because of problems with
your physical or mental health?
0
88
71.0
1
21
16.9
2 or more
15
12.1
Missing
5
How would you rate your work-life balance?
Extremely/Often unbalanced
20
Moderately balanced
52
Mostly balanced
47
Exceptionally balanced
10

15.5
40.3
36.4
7.8

Reliabilities of the HPLP-II and ProQOL
The reliabilities of the HPLP-II and ProQOL were evaluated through inter-item
correlations and correlations of each item with the total score and of each item with the
subscale score of which it was part.
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HPLP-II
The Cronbach’s α for the standardized and unstandardized item scores were both 0.96,
which can be considered high (Switzer et al., 1999). Table 10 presents the correlations of each
item with the HPLP-II total score. The table also provides the unstandardized item mean score
(ranging from 1 to 5) and standard deviation. The item-total correlations tended to be rather
high, with the lowest coefficients in the .30s (items 9, 14, 45, and 46) and most in the .50s
and .60s.

Table 10: HPLP-II Items’ Correlations with HPLP-II Total Score
(Unstandardized mean (and SD) scores for each item, where 1 = Never through 5 = Always).
Item
Item
N
Item-Total
Score
Item Content
Number
Responses Correlation
Mean SD
1

Discuss my problems and concerns with
people close to me

128

0.47

2.8 0.95

2

Choose a diet low in fat, saturated fat, and
cholesterol

129

0.69

2.5 1.07

3

Report any unusual signs or symptoms to
a physician or other health professional

129

0.5

2.7 0.99

4

Follow a planned exercise program

129

0.54

2.6 1.15

5

Get enough sleep

129

0.58

2.6 1.02

6

Feel I am growing and changing in
positive ways

129

0.62

2.7 0.89

7

Praise other people easily for their
achievements

128

0.59

3.4 0.87

8

Limit use of sugars and food containing
sugar (sweets)

128

0.63

2.6 0.98
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Item
Item Content
Number

N
Item-Total
Responses Correlation

Item
Score
Mean SD

9

Read or watch TV programs about
improving health

128

0.38

10

Exercise vigorously for 20 or more
minutes at least three times a week (such
as brisk walking, bicycling, aerobic
dancing, using a stair climber)

128

0.52

2.7 1.19

11

Take some time for relaxation each day

127

0.69

2.7 1.01

12

Believe that my life has purpose

127

0.68

3.4 0.89

13

Maintain meaningful and fulfilling
relationships with others

128

0.67

3.5 0.84

14

Eat 6-11 servings of bread, cereal, rice,
and pasta each day

128

0.31

15

Question health professionals in order to
understand their instructions

128

0.58

2.7 0.92

16

Take part in light to moderate physical
activity (such as sustained walking 30-40
minutes 5 or more times a week)

128

0.61

2.8 1.13

17

Accept those things in my life which I
cannot change

100

0.44

18

Look forward to the future

129

0.7

19

Spend time with close friends

129

0.69

20

Eat 2-4 servings of fruit each day

124

0.61

2.7 1.05

21

Get a second opinion when I question my
health care provider's advice

127

0.59

2.2 0.93

22

Take part in leisure-time (recreational)
physical activities (swimming, dancing, or
bicycling)

129

0.65

2.6 1.04
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2

3

0.87

0.9

0.82

3.4 0.81
3

0.96

Item
Item Content
Number

N
Item-Total
Responses Correlation

Item
Score
Mean SD

23

Concentrate on pleasant thoughts at
bedtime

129

0.62

2.7 0.91

24

Feel content and at peace with myself

127

0.69

2.9 0.92

25

Find it easy to show concern, love, and
warmth to others

129

0.66

3.4 0.88

26

Eat 3-5 servings of vegetables each day

129

0.6

2.8 1.04

27

Discuss my health concerns with health
professionals

129

0.52

2.8 0.99

28

Do stretching exercises at least 3 times
per week

129

0.55

2.4 1.12

29

Use specific methods to control my stress

129

0.64

2.6

30

Work toward long-term goals in my life

128

0.56

3.1 0.89

31

Touch and am touched by people I care
about

128

0.65

3.3 0.92

32

Eat 2-3 servings of milk, yogurt, or cheese
each day

128

0.42

2.6 1.01

33

Inspect my body at least monthly for
physical changes/danger signs

129

0.46

2.5 0.99

34

Get exercise during usual daily activities
(such as walking during lunch, using
stairs instead of elevators, parking care
away from destination and walking)

129

0.65

35

Balance time between work and play

129

0.72

2.9 0.88

36

Find each day interesting and challenging

129

0.69

2.9 0.83

37

Find ways to meet my needs for intimacy

128

0.55

2.9 0.93

56

3

1

1.04

Item
Item Content
Number

N
Item-Total
Responses Correlation

Item
Score
Mean SD

38

Eat only 2-3 servings of meat, poultry,
fish, dried beans, eggs, and nuts group
each day

129

0.52

39

Ask for information from health
professionals about how to take good care
of myself

128

0.52

40

Check my pulse/heart rate when
exercising

128

0.4

41

Practice relaxation or meditation for 1520 minutes daily

129

0.45

1.8 0.96

42

Am aware of what is important to me in
life

129

0.7

3.4 0.87

43

Get support from a network of caring
people

128

0.61

3.1 0.94

44

Read labels to identify nutrients, fats,
sodium content in packaged food

128

0.55

45

Attend educational programs on personal
health care

129

0.33

1.9 0.92

46

Reach my target heart rate when
exercising

126

0.39

2.3

47

Pace myself to prevent tiredness

127

0.67

2.3 0.92

48

Feel connected with some force greater
than myself

128

0.6

2.9 1.21

49

Settle conflicts with others through
discussion and compromise.

129

0.72

50

Eat breakfast

128

0.46
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3

0.98

2.4 1.01

2

3

3

1.08

1.09

1.1

0.87

3.3 1.03

Item
Item Content
Number

N
Item-Total
Responses Correlation

Item
Score
Mean SD

51

Seek guidance or counseling when
necessary

129

0.64

2.7 1.12

52

Expose myself to new experiences and
challenges

129

0.67

3.1 0.87

The Cronbach’s α for the subscale scores were also all strong: (0.7 or greater) Health
Responsibility α = 0.84; Physical Activity α = 0.88; Nutrition α = 0.84; Spiritual Growth α =
0.91; Interpersonal Relations α = 0.88; and Stress Management α = 0.83 (Appendix G2). The
item-subscale score correlations are presented in Table 11. The lowest item-subscale
correlation was between item 14 (“Eat 6-11 servings of bread, cereal, rice, and pasta each day”)
and the Nutrition subscale. The mean item-subscale score correlations (mean r = .66) tended to
be somewhat larger than the item-item correlations (mean r = .58).

Table 11: HPLP-II Total and Subscale Scores by Occupation.
Score

Occupation

N

Total Score

APS Worker

21 131.95

18.49

7.92

Law Enforcement

14 136.86

20.27

10.62

MSW Case Manager

22 158.95

39.13

16.35

Other

13 158.54

35.60

19.35

Supervisor

15 145.13

31.01

15.70

APS Worker

37

20.95

4.86

1.57

Law Enforcement

25

19.28

3.03

1.20

Health Responsibility
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Mean

SD

95% CI

Score

Physical Activity

Nutrition

Spiritual Growth

Interpersonal Relations

Occupation

N

Mean

MSW Case Manager

25

24.52

7.08

2.78

Other

19

23.58

7.17

3.23

Supervisor

20

21.70

6.04

2.65

APS Worker

36

19.50

5.36

1.74

Law Enforcement

25

19.60

5.97

2.33

MSW Case Manager

24

20.08

8.21

3.29

Other

18

22.56

6.87

3.18

Supervisor

21

20.67

7.00

3.00

APS Worker

35

22.57

4.78

1.59

Law Enforcement

22

23.55

4.90

2.04

MSW Case Manager

25

27.04

8.36

3.27

Other

19

26.11

6.66

3.00

Supervisor

19

25.16

5.35

2.41

APS Worker

36

26.25

5.06

1.65

Law Enforcement

24

27.79

5.08

2.04

MSW Case Manager

24

29.58

7.99

3.19

Other

18

30.22

6.10

2.82

Supervisor

21

26.86

6.22

2.67

APS Worker

36

26.67

4.70

1.53

Law Enforcement

26

27.00

4.72

1.82

MSW Case Manager

25

31.00

7.49

2.94

Other

17

30.29

6.24

2.96

Supervisor

20

28.20

5.50

2.41
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SD

95% CI

Score

Occupation

N

Mean

SD

95% CI

Stress Management

APS Worker

23

18.78

4.09

1.67

Law Enforcement

19

20.26

3.83

1.72

MSW Case Manager

22

22.82

6.64

2.78

Other

17

22.82

5.63

2.67

Supervisor

17

19.53

4.98

2.37

ProQOL
The reliability of the ProQOL as measured by item inter-correlations and itemtotal/item-subscale score correlations was not as strong as those measures for the HPLP-II. The
Cronbach’s α for the standardized and unstandardized item scores were both 0.75. This is also
within the range that Switzer et al. (Switzer et al., 1999) suggests is acceptable. The
Cronbach’s alpha for the ProQOL subscale scores were Secondary Traumatic Stress .81;
Burnout .82 and Compassion Satisfaction .90 (Appendix G, Table G2). The item-total
correlations (and the item means and standard deviations) are presented in Table 12. Table 12
also provides the unstandardized mean (and SD) scores for each item, where 1 = Never through
5 = Very Often. The items with italicized contents were reverse scored as recommended
(Stamm, 2010). Table G13 in Appendix G provides the ProQOL Items’ Correlation with
ProQOL Subcales Scores.
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Table 12: ProQOL Items’ Correlations with ProQOL Total Score
Item
Item Content
Number

N
Responses

Item-Total
Correlation

Item
Score
Mean SD

1

I am happy

128

0.24

2

I am preoccupied with more than one
client that I help

128

0.29

3.4 0.99

3

I get satisfaction from being able to help
clients

129

-0.07

4.3 0.71

4

I feel connected to others

129

-0.07

2.1 0.83

5

I jump or am startled by unexpected
sounds

129

0.3

2.8 1.14

6

I feel invigorated after working with
clients

129

0.02

3.5 0.97

7

I find it difficult to separate my personal
life from my life as a person working
with victims of elder abuse

129

0.44

2.1 0.84

8

I am not as productive at work because I
am losing sleep over traumatic
experiences of a client that I helped

129

0.52

1.7 0.85

9

I think that I might have been affected
by the traumatic stress of the people I
work with

129

0.55

1.9 0.94

10

I feel trapped by my job as a person
working with victims of elder abuse

128

0.43

1.7 0.97

11

Because of my work, I have felt 'on edge'
about various things

129

0.54

2.2

12

I like my work as a person working with
victims of elder abuse

129

0.24

3.7 1.01
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2

0.73

1.1

Item
Item Content
Number

Item
Score

N
Responses

Item-Total
Correlation

13

I feel depressed because of the
traumatic experiences of the people I
help

129

0.67

1.7 0.82

14

I feel as though I am experiencing the
trauma of a client I have helped

129

0.6

1.7 0.89

15

I have beliefs that sustain me

126

0.03

2.2 1.14

16

I am pleased with how I am able to keep
up with techniques and protocols to
help victims of elder abuse

128

0.16

3.5 0.95

17

I am the person I always wanted to be

128

0.07

2.5 0.95

18

My work makes me feel satisfied

127

-0.1

3.8 0.93

19

I feel worn out because of my work as a
person working with victims of elder
abuse

128

0.58

20

I have happy thoughts and feelings
about those persons I help and how I
could help them

129

0.12

3.7 0.91

21

I feel overwhelmed because my
casework load seems endless

127

0.41

2.4

1.3

22

I believe I can make a difference through
my work

129

0.13

4

0.87

23

I avoid certain activities or situations
because they remind me of frightening
experiences

128

0.37

1.7 0.94

24

I am proud of what I can do to help
people

129

0.1

4.2

62

Mean SD

2

1.05

0.8

Item
Item Content
Number

Item
Score

N
Responses

Item-Total
Correlation

25

As a result of work with victims of elder
abuse I have intrusive, frightening
thoughts.

129

0.52

1.5 0.75

26

I feel "bogged down" by the system

129

0.61

2.4

27

I have thoughts that I am a "success" as
a person working with victims of elder
abuse

128

0.14

3.3 1.01

28

I can't recall important parts of my work
with victims of elder abuse

127

0.27

1.9 1.06

29

I am a very caring person

127

-0.1

1.7 0.85

30

I am happy that I chose to do this work

127

-0.04

4.1 0.84

Mean SD

1.2

Table 13 presents the results of item-subscale score correlations for the ProQOL. The
item-subscale score correlations do vary, with three in the .30s and two in the .80s. On average,
the co-efficients were high with a mean of .60. There is therefore stronger evidence that the
items’ reliability measures the ProQOL subscale scores better than that they measure the
ProQOL total score.
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Table 13: ProQOL Total and Subscale Scores by Occupation.
Score

Occupation

N

Mean SD

Total Score

APS Worker

32

84.53

10.15

3.51

Law Enforcement

21

74.57

6.75

2.88

MSW Case Manager

23

79.91

10.43

4.25

Other

18

76.11

6.78

3.14

Supervisor

19

83.11

8.74

3.92

APS Worker

37

23.43

6.89

2.21

Law Enforcement

24

17.58

3.62

1.45

MSW Case Manager

25

20.88

4.64

1.82

Other

18

19.33

3.99

1.84

Supervisor

21

22.00

5.29

2.25

APS Worker

38

38.29

6.97

2.21

Law Enforcement

22

38.32

6.32

2.65

MSW Case Manager

24

37.75

7.02

2.80

Other

19

37.68

5.21

2.33

Supervisor

21

38.10

6.45

2.76

APS Worker

33

22.45

6.51

2.21

Law Enforcement

24

18.67

5.72

2.29

MSW Case Manager

24

21.29

6.10

2.45

Other

19

19.42

5.72

2.57

Supervisor

19

22.58

5.73

2.57

Secondary Traumatic Stress

Compassion Satisfaction

Burnout

Bivariate Analysis
64

95% CI

Presented in this section are the results of the independent samples t-test and one-way
ANOVA analysis of health promoting behaviors (HPLP-II scores) by demographic and work
environment factors and then continues with the findings from the ProQOL measures and these
factors.
Three factors were of statistical significance. Specifically, findings were significantly
higher HPLP=II with groups that more highly rated work-life balance and perceptions of
health, and reported higher education levels, with significantly lower HPLP-II scores among
those who spent more time in direct contact with clients.
Health Promoting Behaviors. The independent samples t-test and one-way ANOVA
analysis, as indicated in Table 14, found that none of the key demographic and work
environment factors were significantly associated with health promoting behaviors (HPLP-II
scores).

Table 14. Health Promoting Behaviors by Demographic Factors (n = 129)
Variable

n

Age
18-29 years
30-41 years
42-53 years
54 years and over
Missing

10
35
42
40

Gender
Female
Male
Marital Status
Married/Cohabitating
with a partner
Single
Divorced/Separated
Widowed

M (SD)

t/F(df)

p

.61 (3, 123)

.61

1.25 (127)

.21

.83 (3, 125)

.48

.49 (2, 126)

.61

2.83 (.43)
2.68 (.48)
2.73 (.57)
2.84 (.66)
2

89
40

2.80 (.59)
2.67 (.50)

82

2.76 (.53)

26
18
3

2.65 (.54)
2.86 (.73)
3.08 (.60)

Race/Ethnicity
65

African-American or
Black American
White
Other

21

2.65 (.43)

96
12

2.77 (.59)
2.83 (.58)
11.68 (3, 125)

.0015

How many people reside in your household, including
yourself? – Adults
1
30
2.82 (.66)
2
61
2.72 (.52)
3
22
2.82 (.59)
4-6
14
2.69 (.55)
2 Missing

.35 (3, 123)

.79

How many people reside in your household? – Children
0
79
2.83 (.61)
1
25
2.66 (.45)
2
18
2.56 (.53)
3-4
7
2.79 (.36)

1.42 (3, 125)

.24

Do you have caregiver responsibility for: Children?
Yes
47
2.69 (.50)
No
82
2.79 (.60)

-.98 (127)

.33

Do you have caregiver responsibility for: Older adult(s)?
Yes
24
2.72 (.54)
No
105
2.76 (.57)

-.32 (127)

.75

Do you have caregiver responsibility for: Disabled adult(s)?
Yes
10
2.92 (.72)
No
119
2.74 (.55)

.94 (127)

.35

Do you have caregiver responsibility for: Other?
Yes
5
2.96 (.69)
No
124
2.75 (.56)

.83 (127)

.41

Do you have no caregiver responsibility?
Yes
56
No
73

-.70 (127)

.49

.60 (3, 125)

.61

Highest level of education
H.S. degree or GED/
College or tech school
Two-year degree (AAS)
or Technical certificate
Four-year degree (BA/BS)
Graduate degree
(MA, MS, PhD)

16

2.61 (.48)

56

2.59 (.41)

47
10

2.84 (.60)
3.57 (.49)

2.72 (.57)
2.79 (.56)

What is your salary level from your main job?
$10,000-$49,999
16
2.68 (.67)
$50,000 -$79,999
49
2.82 (.64)
$80,000 or higher
18
2.83 (.46)
66

I do not wish to answer
this question

46

Do you work a second paid job?
Yes
25
No
102
2 Missing

2.69 (.48)
.48 (127)

.63

2.80 (.58)
2.74 (.56)

5

Bonferroni Post Hoc Analysis indicated that study participants in the Graduate degree category evidenced a
significantly higher mean score (M=3.57, SD=.49) relative to study participants in the H.S. degree or
GED/College or tech school (M=2.61, SD=.48), Two-year degree or Technical certificate (M=2.59, SD=.41), and
Four-year degree (M=2.84, SD=.60) categories.

Similarly, as indicated in Table 15, the bivariate analysis of health promoting behaviors
(HPLP-II scores) were not significantly related to any of the work environment factors.
Although there was a relationship to the participant’s current position, F (2, 117) = 3.13, p<.05
, this test was not considered statistically significant as the Bonferroni Post Hoc test indicated
that none of the mean scores differed from one another at a statistically significant level.

Table 15 Analysis of Health Promoting Behaviors (HPLP-II Scores) by Work Environment
Factors (n = 129)
Variable

n

M (SD)

t/F(df)

p

How long have you have worked with vulnerable adults?
0-3 years
41
2.66 (.54)
4-6 years
21
2.79 (.50)
7-9 years
9
2.44 (.40)
10 or more years
56
2.86 (.61)
Missing
2

1.99 (3, 123)

.12

What percent of your time is currently spent in direct

2.98 (4, 124)

.02¹

3.13 (2, 117)

.05²

client contact?
None
1%-24%
25%-49%
50%-74%
75% or more
Current Position
APS worker
Law Enforcement

29
46
19
17
18
40
26

2.96 (.62)
2.70 (.48)
2.81 (.64)
2.86 (.64)
2.42 (.33)
2.59 (.43)
2.65 (.39)
67

Other
Missing

54
9

2.85 (.64)

What type of work do you do: Intake
Yes
22
No
107

-.42 (127)

.67

2.71 (.53)
2.77 (.57)

What type of work do you do: Field Work
Yes
48
No
81

2.65 (.48)
2.82 (.60)

-1.74 (127)

.08

What type of work do you do: Non-Field Work
Yes
36
2.82 (.61)
No
93
2.73 (.54)

.77 (127)

.44

What type of work do you do: Benefits Management
Yes
7
2.52 (.39)
No
122
2.77 (.57)

-1.16 (127)

.25

What type of work do you do: All of these
Yes
30
No
99

.16 (127)

.88

2.77 (.62)
2.75 (.55)

What type of work do you do: Other
Yes
36
No
93

-1.38 (127)

.17

2.65 (.49)
2.80 (.59)

In general, how satisfied are you with your job?
Very Satisfied
12
2.60 (.39)
Somewhat Satisfied
14
2.59 (.54)
Neither Satisfied nor
5
2.74 (.87)
Dissatisfied
Somewhat Dissatisfied
45
2.72 (.59)
Very Dissatisfied
51
2.88 (.55)
Missing
2

3.13 (4, 122)

.33

Would you say your health is:
Excellent
30
Very Good
58
Good
34
Fair
7

3.50 (3, 125)

.023

2.90 (.42)
2.82 (.60)
2.62 (.59)
2.28 (.28)

In the past four weeks (28 days) how many work
days did you miss because of problems with your
physical or mental health?
0
88
2.79 (.55)
1
21
2.58 (.61)
2 or more
15
2.89 (.56)
Missing
5
68

1.57 (2, 121)

.21

In the past four weeks (28 days) how many
days did you Come in early, go home late, or
work on your day off? –
Number of days (0-28)
Missing=5

r(119)=-.05

.60

How would you rate your work-life balance
Extremely/Often
20
unbalanced
Moderately balanced
52
Mostly balanced
47
Exceptionally balanced
10

5.96 (3, 125)

.0014

2.46 (.41)
2.64 (.52)
2.94 (.59)
3.07 (.53)

On average, how long is your daily commute (round-trip)?
30 Minutes or less
73
2.79 (.60)
31-45 minutes
21
2.70 (.54)
46-60 minutes
23
2.62 (.39)
More than one hour
10
2.98 (.68)
Missing
2
How likely are you to look for another job during
the next year?
Very likely
10
2.51 (.35)
Somewhat likely
12
2.63 (.64)
Somewhat unlikely
23
2.64 (.61)
Very unlikely
83
2.84 (.55)
Missing
1

1.10 (3, 123)

1.75 (3, 124)

.35

.16

¹Bonferroni Post Hoc Analysis indicated that study participants in the Non category evidenced a significantly higher mean
score relative to study participants in the 75% or more category (M=2.96, SD=.62 vs. M=2.42, SD=.33, respectively).
²This test was not considered statistically significant as the Bonferroni Post Hoc test indicated that none of the mean scores
differed from one another at a statistically significant level.
3Bonferroni Post Hoc Analysis indicated that study participants in the Excellent category evidenced a significantly higher
mean score relative to study participants in the Fair category (M=2.90, SD=.42 vs. M=2.28, SD=.28, respectively
4Bonferroni Post Hoc Analysis indicated that study participants in the Extremely/Often unbalanced category evidenced a
significantly lower mean score (M=2.46, SD=.41) relative to study participants in the Mostly balanced (M=2.94, SD=.59) and
Exceptionally balanced (M=3.07, SD=.53) categories. Additionally, study participants in the Moderately balanced category
evidenced a significantly lower mean score (M=2.64, SD=.52) relative to study participants in the Mostly balanced (M=2.94,
SD=.59) category.

As demonstrated in Table 16, health promoting behaviors (HPLP-II scores) were
significantly related to the percent of time study participants spent in direct client contact and
to work-life balance as indicated by Bonferroni post hoc analysis
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Table 16. Health Promoting Behaviors and Work Environment Factors (n = 129)
Variable

n

t/F(df)

p

Percent of time spent in direct client contact.
None
29
2.96 (.62)
1%-24%
46
2.70 (.48)
25%-49%
19
2.81 (.64)
50%-74%
17
2.86 (.64)
75% or more
18
2.42 (.33)

2.98 (4, 124)

.02

Work-life balance
Extremely/Often unbalanced
Moderately balanced
Mostly balanced
Exceptionally balanced

5.96 (3, 125)

.001

20
52
47
10

M (SD)

2.46 (.41)
2.64 (.52)
2.94 (.59)
3.07 (.53)
____

As shown in Table 17, perceptions of health and educational level also were
significantly related to health promoting behaviors F(3, 125) = 3.50, p<.05, as indicated in the
Bonferroni post hoc analysis.
Table 17. Health Promoting Behaviors by Health and Educational Factors (n = 129)
Variable

n

Would you say your health is:
.02
Excellent
30
Very Good
58
Good
34
Fair
7
Highest level of education
H.S. degree or GED/
16
College or tech school
Two-year degree (e.g. AA.) 56
or Technical certificate
Four-year degree (e.g.BA/BS)47
Graduate degree
10
(e,.g., MA, MS, PhD)

M (SD)

t/F(df)

p
3.50 (3, 125)

2.90 (.42)
2.82 (.60)
2.62 (.59)
2.28 (.28)
11.68 (3, 125)
2.61 (.48)
2.59 (.41)
2.84 (.60)
3.57 (.49)
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.001

Work-related Quality of Life. As shown in Table 18, work-related quality of life
(ProQOL scores) was not significantly related to any demographic or work environment
factors.

Table 18. Work-related Quality of Life Scores by Demographic Factors (n = 129)
Variable

n

Age
18-29 years
30-41 years
42-53 years
54 years and over
Missing

10
35
42
40
2

3.87 (.64)
3.95 (.46)
3.80 (.45)
3.90 (.42)

Gender
Female
Male

89
40

3.89 (.45)
3.87 (.49)

82

3.91 (.45)

26
18
3

3.79 (.54)
3.85 (.41)
4.37 (.12)

21

4.00 (.42)

96
12

3.85 (.48)
3.94 (.36)

16

3.91 (.41)

56

3.84 (.50)

47
10

3.94 (.44)
3.82 (.42)

Marital Status
Married/Cohabitating
with a partner
Single
Divorced/Separated
Widowed
Race/Ethnicity
African-American or
Black American
White
Other
Highest level of education
H.S. degree or GED/
College or tech school
Two-year degree
or Technical certificate
Four-year degree
Graduate degree

M (SD)

How many people reside in your household, including
yourself? – Adults
1
30
3.85 (.51)
2
61
3.95 (.43)
3
22
3.86 (.48)
4-6
14
3.69 (.43)
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t/F(df)

p

.67 (3, 123)

.57

.21 (127)

.84

1.60 (3, 125)

.19

.94 (2, 126)

.39

.50 (3, 125)

.68

1.40 (3, 123)

.25

Missing

2

How many people reside in your household? – Children
0
79
3.82 (.49)
1
25
4.09 (.35)
2
18
3.95 (.37)
3-4
7
3.68 (.51)

2.77 (3, 125)

.057

Do you have caregiver responsibility for: Children?
Yes
47
3.95 (.44)
No
82
3.85 (.47)

1.27 (127)

.21

Do you have caregiver responsibility for: Older adult(s)?
Yes
24
3.76 (.42)
No
105
3.91 (.47)

-1.44 (127)

.15

Do you have caregiver responsibility for: Disabled adult(s)?
Yes
10
3.93 (.46)
No
119
3.88 (.46)

.29 (127)

.78

Do you have caregiver responsibility for: Other?
Yes
5
3.84 (.37)
No
124
3.89 (.46)

-.23 (127)

.82

Do you have no caregiver responsibility?
Yes
56
No
73

-.03 (127)

.98

What is your salary level from your main job?
$10,000-$49,999
16
3.63 (.63)
$50,000 -$79,999
49
3.85 (.44)
$80,000 or higher
18
3.91 (.33)
I do not wish to answer
46
4.00 (.43)
this question

2.87 (3, 125)

.048

Do you work a second paid job?
Yes
25
No
102
Missing
2

.36 (127)

.72

3.88 (.49)
3.88 (.44)

3.91 (.45)
3.87 (.46)

7 This

test was not considered statistically significant as the Bonferroni Post Hoc test indicated that none of the mean scores
differed from one another at a statistically significant level
8 Bonferroni

Post Hoc Analysis indicated that study participants in the I do not wish to answer this question category evidenced
a significantly higher mean score relative to study participants in the $10,000-$49,999 category (M=3.63, SD=.63 vs. M=4.00,
SD=.43, respectively)

Table 19 shows that the total ProQOL scores work-related quality of life was
significantly related to perceptions of health status and to the number of workdays (in the four
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weeks or 28 days prior to the survey) that were missed because of problems with participants’
physical or mental health.

Table 19. Work-Related Quality of Life by Health-Related Factors (n = 129)

Variable

n

M(SD)

Would you say your health is:
Excellent
Very Good
Good
Fair

t/F(df)

p

3.52 (3, 125)
30
58
34
7

Workdays missed for health reasons.
0
88
1
21
2 or more
15

.023

4.08 (.45)
3.89 (.41)
3.72 (.46)
3.82 (.62)
3.08 (2, 121)

.054

3.96 (.44)
3.72 (.49)
3.75 (.52)

Table 20 reports the bivariate analysis, which indicated that the total ProQOL scores
were significantly related to current position, F(2, 126) = 4.07, p<.05 as indicated by
Bonferroni Post Hoc Analysis, higher salaries, job satisfaction and for those who were very
unlikely to look for another job.
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Table 20. Work-Related Quality of Life by Work-Related Factors (n = 129)

Variable

n

M(SD)

What is your salary level from your main job?
$10,000-$49,999
16
3.63 (.63)
$50,000 -$79,999
49
3.85 (.44)
$80,000 or higher
18
3.91 (.33)
I do not wish to answer
46
4.00 (.43)
Current Position
APS worker
40
3.76 (.45)
Law Enforcement
26
4.08 (.42)
Other/Unknown (9)
63
3.89 (.46)
In general, how satisfied are you with your job?
Very Satisfied
12
4.15 (.28)
Somewhat Satisfied
14
3.51 (.45)
Neither
5
3.74 (.37)
Somewhat Dissatisfied
47
3.73 (.38)
Very Dissatisfied

51

How likely to look for another job.
Very likely
10
Somewhat likely
12
Somewhat unlikely
24
Very unlikely
83

t/F(df)

p

2.87 (3, 125)

.048

4.07 (2, 126)

.02¹

9.24 (4, 124)

.001²

4.09 (.45)
5.07 (3, 125)

.0026

3.71 (.55)
3.64 (.47)
3.69 (.45)
3.88 (.46)

Multivariate Analysis
Table 21 includes the multiple linear regression analysis results of demographic and
work environment factors with Health Promoting Behaviors (HPLP-II scores). The overall
regression model was statistically significant, F(128) = 5.85, p<.001, and explained 40% of the
variance in the HPLP-II dependent variable. Health promoting behaviors (HPLP-II scores)
remained significantly associated with self-reported health status and highest level of education
and good work-life balance.
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Table 21. Demographic/Work Environment Factors and Health Promoting Behaviors (n = 129)

Variable

B (SE)

β

p

What percent of your time is currently spent in direct client contact? None (Reference group)
1%-24%
-.06 (.12)
-.05
.61
25%-49%
.12 (.14)
.08
.40
50%-74%
.09 (.15)
.06
.53
75% or more

-.26 (.15)

-.16

.09

Would you say your health is: Excellent (Reference group)
Very Good
-.12 (.11)
Good
-.11 (.13)
Fair
-.47 (.20)

-.11
-.09
-.19

.28
.38
.02

How would you rate your work-life balance? Extremely/Often unbalanced (Reference group)
Moderately balanced
.14 (.13)
.13
.27
Mostly balanced
.38 (.13)
.32
.004
Exceptionally balanced
.50 (.19)
.24
.01
Highest level of education
Graduate degree (Reference group)
H.S. degree or GED/ College or tech school
-.84 (.20)
Two-year degree or Technical certificate
-.93 (.17)
Four-year degree
-.63 (.17)

-.49
-.82
-.54

.001
.001
.001

Model = F(128) = 5.85, p<.001, R² = .40, Adjusted R² = .33
Table 22 includes the results of the multiple linear regression analysis examining the
demographic and work environment factors with the work-related Quality of Life scores. The
overall regression model was statistically significant, F(128) = 4.51, p<.001, and explained
39% of the variance in the ProQOL dependent variable (R² = .39, Adjusted R² = .31). At the
multivariate level, lower work-related quality of life was significantly associated with a higher
number of days coming in early, going home late, or working on their day off for the four
weeks or 28 days prior to completing the survey questions, B = -.01, SE = .01, β = -.01, p<.01.
Job satisfaction and salary level were significantly related to work-related quality of life.
However, perceptions of health status and the likelihood of looking for another job during the
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year following the completion of the survey were not related to work-related quality of life at
the multivariate level. The respondents’ current position was not significantly related to the
work-related quality of life scores, demographic and work environment at the multivariate
level.
Table 22. Demographic and Work Environment Factors with Work-Related Quality of
Life (n = 129)
Variable

B (SE)

β

p

Days missed over past four weeks

-.01 (.01)

-.01

.01

Current Position
Law Enforcement (Reference group)
APS worker
Other/Unknown (9)

-.13 (.12)
.01 (.12)

-.13
.01

.30
.93

In general, how satisfied are you with your job?
Very Satisfied (Reference group)
Somewhat Satisfied
Neither Satisfied nor Dissatisfied
Somewhat Dissatisfied
Very Dissatisfied

-.49 (.17)
-.32 (.22)
-.34 (.13)
-.02 (.13)

-.33
-.13
-.35
-.02

.003
.15
.01
.90

Would you say your health is:
Excellent (Reference group)
Very Good
Good
Fair

-.15 (.09)
-.19 (.11)
-.07 (.17)

-.16
-.18
-.03

.13
.08
.70

Likely to look for another job?
Very unlikely (Reference group)
Somewhat unlikely
Somewhat likely
Very likely

-.15 (.10)
-.07 (.13)
-.08 (.14)

-.13
-.04
-.05

.12
.62
.56

What is your salary level from your main job?
I do not wish to answer (Reference group)
$10,000-$49,999
$50,000 -$79,999
$80,000 or higher

-.30 (.13)
.00 (.10)
.03 (.12)

-.21
.00
.02

.03
.98
.83

Model = F(128) = 4.51, p<.001, R² = .39, Adjusted R² = .31.
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General Lineal Models
Generalized linear models were used to compare different sets (also called families) of
predictor variables—not just individual predictors. In this study, families of the predictor
variables included Personal Characteristics, Home Environment, Salary and Jobs, Type of
Work, Occupation, and Work Stress and Satisfaction (Tables 23 to 28).
This quality of generalized linear models is useful when adding the work-related
quality of life variables. By adding all ProQOL subscale scores together, one can test the
contribution of the work-related quality of life data in general as well as examining the
effects of each subscale score on the outcome. For example, all variables related to an
individual’s home environment was added at once to determine if the home environment
in general affects health promoting behaviors. Presented below is a separate model for
each of the six categories of health promoting behaviors: Health Responsibility, Physical
Activity, Nutrition, Spiritual Growth, Interpersonal Relations, and Stress Management.
The main goal was to investigate the relationships between work environment and
specific aspects of the quality of one’s work life (as measured by the ProQOL subscale
scores) on health promoting behaviors (HPLP-II subscale scores) among categories of the
sample. Table G14 through Table G19 in Appendix G show the Tests of Significance of
Both Individual Predictors and Families of Predictors in Generalized Linear Models
Predicting HPLP-II Subscale Scores. The results of those models predicting each of the
six types of health promoting behaviors (HPLP-II subscales scores) follow.

Outcome 1: Health responsibility. Table 23 includes the demographic and workenvironment predictors of health responsibility. Older age (in years), female gender, the higher
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or lower number of days one missed at work for health reasons, and having an uncluttered
workspace were significant predictors of higher health responsibility. Although none of the
work-related quality of life subscale scores themselves were significant (largest t = 0.84, p
= .404 Table 43)], overall, work stress and satisfaction as well a general work-related quality of
life significantly predicted participants’ sense of health responsibility.

Table 23. Significant Predictors of Health Responsibility Subscale Score
Predictor

β-weight t

p

Older Age

0.29

2.05

.045 *

Female Gender

0.59

2.41

.019 *

Days Work Missed for Health Reasons

0.42

2.79

.007 *

Uncluttered Workspace

0.26

2.83

.006 *

*1 Measured with the HPLP-II contains 52-items that uses a 4-point Likert scale to measure the frequency of health-promoting
behaviors. Items are scored as Never (N) = 1; Sometimes (S) = 2; Often (O) = 3 and Routinely (R) = 4. Higher scores
indicate more health promoting behaviors.

Outcome 2: Physical activity. Table 24 includes the demographic and work
environment predictors of physical activity. The pattern of results predicting participants’
physical activity as measured by that subscale score of the HPLP-II followed a similar pattern
to that of the results predicting sense of health responsibility. Days missed from work for
health and uncluttered workspace were significant predictors to higher physical activity scores.
Age and caring for an “other” (i.e., not a child, elderly, or disabled family member) were
significant predictors of lower physical activity while an uncluttered workspace was a
significant predictor of higher physical activity scores.
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Table 24. Significant Predictors of HPLP-II Physical Activity Subscale Scores
Predictor

β-weight

t

P

Age

-0.33 -2.42 .019 *

Care for Other

-1.45 -2.64 .011 *

Uncluttered Workspace

0.23

2.66 .010 *

Outcome 3: Nutrition. Table 25 includes the significant predictors of HPLP-II
Nutrition subscale scores. Workdays missed from work for health reasons and an uncluttered
workspace were significant predictors of higher nutrition scores. Different caregiving (the
number of children at home, caring for an elderly family member and caring for an adult with a
disability) were significant predictors of lower nutrition scores. Additionally, Table 31 showed
that The Work Stress and Satisfaction and the ProQOL family significantly improved the
ability of the model to predict HPLP-II Nutrition subscale scores.

Table 25. Significant Predictors of HPLP-II Nutrition Subscale Scores
Predictor

β-weight

t

P

Number of Children at Home

-0.45 -3.10 .003 *

Care for Elderly

-0.83 -2.70 .009 *

Care for Adult with Disability -1.05 -2.39 .020 *
Not a Caregiver

-1.13 -3.12 .003 *

Days Work Missed for Health

0.29

2.21 .031 *

Uncluttered Workspace

0.17

2.09 .042 *
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Outcome 4: Spiritual growth. Table 26 shows the families of predictors that were
related to HPLP-II Spiritual Growth Subscale Scores. Secondary Traumatic Stress and
uncluttered workspace scores tended to predict significantly higher Spiritual Growth scores.
Those with more children, those who were not caregivers, and those with higher job
satisfaction and higher Burnout scores tended to have lower Spiritual Growth scores. Table 32
showed that both families of Work Stress and Satisfaction and ProQOL families were
significantly related to Spiritual Growth (χ2s = 44.59 & 87.29, dfs = 6 & 3, respectively; ps
both < .001).

Table 26. Significant Predictors of HPLP-II Spiritual Growth Subscale Scores
Predictor

β-weight

t

P

Number of Children

-0.32 -2.76 .008 *

Not a Caregiver

-0.65 -2.29 .026 *

Type: Benefits Management -0.86 -2.17 .034 *
Job Satisfaction

-0.16 -2.44 .018 *

Uncluttered Workspace

0.26

3.99 .000 *

Secondary Traumatic Stress

0.52

4.32 .000 *

Burnout

-0.81 -5.33 .000 *

Outcome 5: Interpersonal relations. Table 27 showed Significant Predictors of
HPLP-II Interpersonal Relations Subscale Scores. Having an uncluttered workspace and
Secondary Traumatic Stress scores were predictive of higher interpersonal relations scores,
while Burnout predicted lower Interpersonal Relations scores.

80

Table 27. Significant Predictors of HPLP-II Interpersonal Relations Subscale Scores
Predictor

β-weight

t

p

Uncluttered Workspace

0.21

2.76 .008 *

Secondary Traumatic Stress

0.42

3.02 .004 *

Burnout

-0.63 -3.40 .001 *

Outcome 6: Stress management. Table 28 showed Significant Predictors of HPLP-II
Stress Management Subscale Scores. Higher Secondary Traumatic Stress predicted higher
Stress Management scores. Participants who had burnout, those with more children at home
and those caring for other family members having lower Stress Management scores.

Table 28. Significant Predictors of HPLP-II Stress Management Subscale Scores
Predictor
Asian-American

β-weight

T

p

-2.61 -3.02 .004 *

Number of Children at Home -0.37 -2.57 .014 *
Care for Other

-1.59 -3.12 .003 *

Uncluttered workspace

0.17

2.07 .044 *

Secondary Traumatic Stress

0.52

3.52 .001 *

Burnout

-0.59 -3.08 .004 *
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Summary of Findings
The two main research questions were as follows:
1. Are the HPLP-II and ProQOL appropriate instruments to measure health promoting
lifestyle behaviors and work-related quality of life respectively, in APS workers and
professionals who support vulnerable adults?
Ho1. The HPLP-II and ProQOL are not reliable instruments to measure health
promoting lifestyle behaviors and work-related quality of life respectively, in APS
workers and professionals who support vulnerable adults.
The results of the data analysis led to a decision to reject the first null hypothesis. The
HPLP-II is a reliable instrument to measure health promoting lifestyle behaviors in APS
workers and other professionals in NYS. The reliability analysis indicated that HPLP-II
evidenced a particularly good level of internal consistency reliability (Cronbach’s alpha = .96).
The Cronbach’s α for the subscale scores were also all strong: Health Responsibility α = 0.84;
Physical Activity α = 0.88; Nutrition α = 0.84; Spiritual Growth α = 0.91; Interpersonal
Relations α = 0.88; and Stress Management α = 0.83. Furthermore, this level of internal
consistency reliability was present when the analysis was limited to the study participants who
worked as APS workers (Cronbach’s α = .92). A second reliability analysis indicated that the
ProQOL instrument evidenced a particularly good level of internal consistency reliability in the
total and subscales scores (Cronbach’s α between .75 and .90). This level of internal
consistency reliability was present when the analysis was limited to the study participants who
worked as APS workers (Cronbach’s α = .91).
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Accordingly, it is possible to reject the first null hypothesis, because both the HPLP-II
and ProQOL instruments appear to be reliable instruments for use among APS workers and
other professionals who support vulnerable adults in NYS.
2. What is the relationship between demographic and work environment factors and the
health promoting behaviors and work-related quality of life of APS workers and other
professionals who support vulnerable adults in NYS?
Ho2. There is no association between demographic and work environment factors and
the health promoting behaviors and work-related quality of life of APS workers and other
professionals who support vulnerable adults in NYS.
The results of the data analysis led to a decision to reject the second null hypothesis.
There is an association between the some of the demographic factors and work environment
factors on the health promoting behaviors of APS workers in NYS, as follows. Concerning the
variable Health, in reference to the Excellent group, those in the Fair group evidenced lower
HPLP-II scores. Regarding the variable Work-life balance, in reference to the Extremely/Often
unbalanced group, significantly higher HPLP-II scores were evidenced by the Mostly balanced
and Exceptionally balanced groups. In terms of the variable Highest Level of Education, in
reference to the Graduate degree group, lower HPLP-II scores were evidenced by all other
educational groups. Significantly lower HPLP-II scores were associated with a higher number
of days over past four weeks where the study participant reported coming in early, going home
late, or working on their day off. Job Satisfaction was significantly related to ProQOL scores,
where in reference to the Very Satisfied group, significantly lower ProQOL scores were
evidenced among the Somewhat Satisfied and Somewhat Dissatisfied groups. Lastly, the
variable Salary level from the main job of the study participant was related to ProQOL scores;
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in reference to study participants that reported I do not wish to answer this question,
significantly lower ProQOL scores were evidenced by the $10,000-$49,999 group.
Accordingly, it is possible to reject the second null hypothesis, as there appeared to be an
association between work environment and engaging in health promoting behaviors in APS
workers and professionals who support vulnerable adults in NYS.
Summary
Analysis of the data led to a decision to reject the first and second null hypotheses. The
HPLP-II and ProQOL are reliable instruments to measure health promoting lifestyle behaviors
and professional quality of life, respectively, in APS workers and other professionals who
support vulnerable adults in NYS. There is also a significant relationship between demographic
and work environment factors with health promoting behaviors of APS workers and other
professionals in NYS. The overall regression model was statistically significant, F(128) =
5.85, p<.001, and explained 40% of the variance of the dependent variable, health promoting
behaviors (R² = .40, Adjusted R² = .33). Analysis indicated that the overall regression model
was statistically significant, F(128) = 4.51, p<.001, and explained 39% of the variance in the
dependent variable, work-related quality of life (R² = .39, Adjusted R² = .31).
Furthermore, general linear models revealed that having an uncluttered workspace was
predictive of all the HPLP-II subscale scores. Number of days missed was a significant
predictor of both health responsibility and nutrition scores. In addition, age was a significant
predictor of higher health responsibility and lower physical activity. Gender (being female) was
a significant predictor of higher health responsibility. Caring for an “other” (i.e., not a child,
elderly, or disabled family member) was a significant predictor of lower physical activity and
lower stress management scores. Number of children at home was a significant predictor of
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lower nutrition scores, lower spiritual growth, and higher stress management scores. Secondary
Traumatic Stress tended to predict significantly higher Spiritual Growth, Interpersonal
Relations, and higher Stress Management scores. Higher Burnout predicted lower Interpersonal
Relations and Spiritual Growth scores, but higher Stress Management scores. Those identifying
as Asian-Americans had lower Stress Management scores, while those who were not
caregivers, who worked in benefits management, and reported higher job satisfaction tended to
have lower Spiritual Growth scores.
Chapter 5 includes a discussion of these results. Results are discussed considering the
previously published related research and conceptual underpinnings of the study. Included in
the chapter are recommendations and implications for practice and policy.
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CHAPTER FIVE
Discussion
In this chapter is a discussion of the findings from this study, including a comparison of
the results to previously published research findings, with recommendations and implications
emerging in light of the conceptual underpinnings of this study. The primary focus of the
discussions is on the significant findings from the data analysis and hypotheses testing that
occurred with the data from 129 APS workers and other professionals in NYS, who completed
surveys. The chapter continues with recommendations for future research and leadership.
Discussions include the identification of limitations and implications of the study.
The results of the data analysis indicated that the HPLP-II and the ProQOL are reliable
instruments for the measurements of health-promoting behaviors work-related quality of life,
respectively, of APS workers and other professionals who support vulnerable adults in NYS.
Health promoting beahviors were positively related to perceptions of health, work-life balance,
and level of education while there was a negative association with the percentage of time spent
in direct client contact. The work environment factors that were positively associated with
work-related quality of life included current position, salary, educational level, and perceived
job satisfaction while negatively associated factors included the likelihood of looking for
another job, direct contact with client, work-life balance, missed work and clutter. Furthermore,
general linear models revealed individual level predictors of health promoting behaviors. The
subsections that follow include a discussion of these findings, beginning with those factors
significantly associated with the health promoting behaviors, those significantly associated
with work-related quality of life, and concluding with the significant predictors of the six
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dimensions of health promoting behaviors: stress management, good nutrition, physical
activity, interpersonal relationships, spirituality, and health responsibility (Walker et al., 1995).
Perceptions of Health
The work stress of the protective service workers is associated with perceptions of
workers’ own health (Griffiths et al., 2018). High levels of stress are associated with physical
and mental health problems (Stults-Kolehmainen et al., 2014; Thoits, 2010), particularly
chronic stress (Bergmann et al., 2014; Gowey et al., 2019). In this study, participants reporting
excellent health had significantly higher mean number of health promoting behaviors
compared to study participants reporting fair health. Similarly, work-related quality of life
was significantly related to perceptions of health status, with a significantly higher mean
ProQOL scores for those reporting excellent health, relative to study participants in the good
category. Although APS workers and other professionals are known for working in high stress
environments, which could lead to chronic stress, it is likely that the high level of health
promoting behaviors served as protective factors against chronic stress among the workers in
this study, which might have enhanced resilience and contributed to better perceptions of
health status.
Absenteeism
At the same time, missed work was negatively associated with work-related quality of
life, i.e., more missed work was related to lower work-related quality of life. In this study,
missed work pertained to absenteeism for physical or mental health reasons, so it is possible
that these health issues could have been related to stress at work. It is not possible to conclude
with certainty that the findings from this study were consistent with previous research results
associating work stress with health issues. Ghesquiere et al. (2018), described the work
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environment of APS workers and responses to occupational hazards and work stressors
including compassion fatigue, burnout, and secondary traumatic stress in APS workers in New
York City, suggesting additional research could better clarify the association between burnout
and absenteeism.
Salary and Educational Level
Health promoting behaviors were positively correlated to level of education. This
finding is consistent with Bourassa (2012) who reported that APS social workers used personal
characteristics such as education, personal history, and sense of achievement to develop
mechanisms to protect themselves from compassion fatigue. Some APS social workers in the
study by Bourassa reported that the theories and skills learned during their training helped
them to develop self-protective mechanisms. It is possible that the higher educational levels
of the APS workers and other professionals in this study, which related to higher health
promoting behaviors, could also have encompassed self-protective skills.
Salary level was positively associated to work-related quality of life. However, the
most significant difference was between the group which chose not to answer and those in the
$10,000-$49,999 category. Typically, though, wealthier people do not disclose salaries. Poor
people on the other hand are more likely to disclose their income or lack thereof. It is therefore
not possible to discern conclusively that those who chose not to answer made more, on
average, than the APS workers in the other groups. However, as reported by Bourassa (2012),
APS social workers who had feelings of a decreasing sense of accomplishment more readily
exhibited signs of compassion fatigue. Yet it is unclear how workers define a sense of
accomplishment; a sense of accomplishment might relate to professional gains or non-financial
outcomes from their efforts. Again, it is not possible to draw meaningful conclusions from the
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findings regarding salary in this study, or how findings might compare to previous studies that
consider accomplishments, including advancement in professional compensation or salary.
Direct Client Contact and Work-Life Balance
Two work environment factors (direct client contact and work-life balance) related
significantly to health promoting behaviors with study participants. Those who did not have
any client contact report higher health promoting behaviors relative to study participants with
75% or more of their time spent in direct client contact. It is possible that APS workers with
more direct client contact experience more secondary trauma that may affect the health and
well-being of these workers (Dagan et al., 2016; Griffiths et al., 2018). More direct client
contact might also lead to compassion fatigue, as previously described by Bourassa (2009;
2012). Although it is not possible to discern with certainty the reasons why more client contact
would undermine health promoting behaviors, findings are consistent with previous research
implicating chronic stress and secondary trauma in feelings and behaviors which are more
likely to jeopardize health rather than promote health (Jordan et al., 2016; Perdikaris et al.,
2010).
The findings in this study are indicative of a positive association between work-life
balance and health promoting behaviors; those who report they feel extremely or often
unbalanced with a significantly lower health promoting behavior relative to other groups
reporting a comparable higher work-life balance. It is possible that a poor work-life balance
could exacerbate the kinds of burnout, compassion fatigue, and stress that Ghesquiere et al.
(2018) previously reported among APS workers in New York City. Both poorer work-life
balance and higher direct client contact might be considered contributors to the highly stressful
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work environment associated with behaviors that could undermine, rather than promote, health
(Jordan et al., 2016; Perdikaris et al., 2010).
The study shows that participants who were overburdened and overextended in terms of
time with caregiving responsibility or having a second job, had lower health promotion scores.
Outside caregiving (the number of children at home, caring for an elderly family member and
caring for an adult with a disability) were significant predictors of lower health promoting
behavior scores. For example, the number of children at home was a significant predictor of
both lower nutrition scores and lower spiritual growth. It is probable that those who are
overextended and “time poor” have increased stress and decreased health promoting behaviors.
This finding is congruent with studies with nurses which showed an inverse relationship
between stress levels and overall health promoting behavior scores when they had outside
caregiver responsibilities (Tucker et al., 2012). More research is needed to explore the findings
in future studies.
Job Satisfaction
Several work environment factors significantly related to work-related quality of life,
although there was not a similar association observed between some of those factors and health
promoting behaviors. For example, those who were less likely to look for another job also had
higher work-related quality of life. Among the CPS worker populations, burnout and secondary
traumatic stress have been shown to cause a high level of turnover in CPS workers (Graef &
Hill, 2000; Sprang et al., 2011), with an average annual turnover rate of about 45% (Child
Welfare League of America, 2008). Is it possible that there might be similar findings among
APS workers and other professionals, especially considering the finding that work-related
quality of life inversely related to job seeking of the APS workers and professionals in this
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study. Work-life balance problems, low compensation, organizational issues, and stress are the
leading cause for turnover for CPS workers (Auerbach et al., & Schudrich, 2010; Greenhaus et
al., 2003; Guest, 2002; Johnco et al., 2014), which might also be problems among the APS
populations. Work-related quality of life was significantly related to job satisfaction; study
participants in the Very Satisfied category had significantly higher work-related quality of life
relative to less satisfied APS workers and the other professionals in the sample, indicative of a
positive association between job satisfaction and work-related quality of life.
Current Position
Finally, regarding current position of the APS workers and other professionals in the
sample, study participants in the Law Enforcement category evidenced a significantly higher
mean work-related quality of life relative to study participants in the APS worker category.
Previous studies have documented the stress levels, coping strategies, and the effects of stress
on law enforcement officers (Ménard & Arter, 2014; Patterson et al., 2013) while APS workers
as a group have not had similar attention. It is possible that the previous research led to law
enforcement leadership efforts to gauge and reduce stress levels through the facilitation of
evidence-based coping strategies, which might have contributed to findings of a higher workrelated quality of life in this study.
Health Promoting Subscales
The HPLP-II contains a total scale of 52 items and six subscales to measure behaviors
associated with health promoting behaviors: stress management, good nutrition, physical
activity, interpersonal relationships, spirituality, and health responsibility (Walker et al., 1995).
Multiple scholars established links between health promoting behaviors, stress, work
engagement, and job satisfaction (Khaisa, Oldenburg, & Peltzer, 2015; Pérez-Fuentes et
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al., 2018; Jaradat, Nielsen, & Kristensen, 2017; Stanulewicz et al., 2019). Although it is not
possible to conclude from this study that findings regarding health promoting behaviors and
job satisfaction among APS workers and other professionals in NYS are consistent with those
from other study contexts, it was clearly predictable and demonstrated in this study that higher
job satisfaction related to better perceptions of the work-related quality of life among the
members of this study sample.
An uncluttered workspace was predictive of all domains of health promoting behaviors
(Tables 23 to 28 ). In one of the first studies to examine office and personal clutter in
workspaces, Roster and Ferrari (2019) demonstrated among 290 American office workers those
dealing with a heavy volume of work at a rapid pace were more likely to experience job strain
and emotional exhaustion; this strain and exhaustion led to decisional procrastination, which
contributed to office clutter that, in turn, exacerbated stress. A conclusion drawn was that
clutter can represent a significant stressor in the workplace, which is consistent with the
findings from this study.
Number of days missed was a significant predictor of health responsibility. It might
seem counterintuitive that the number of missed days of work for health-related reasons would
be associated with higher health responsibility. However, the implication may be that APS
workers and other professionals who feel a need to take time off from work and who do miss
work may be practicing better health responsibility than those who might need to take time
from work, but who do not take days off. This aligns well with the positive impact of personal
days and even vacations. For example, Blan et al. (2018) reported that one single short-term
vacation had large positive and immediate effects on perceived stress, recovery, strain, and
employee wellbeing, detectable at 45 days after the vacation. The authors concluded that
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encouraging employees to take short vacations can be an efficient health promotion strategy
(Blank et al., 2018). The results of this study are consistent with the idea that time off could
represent a form of health responsibility that ultimately may have personal as well as
organizational benefits.
Gender (being female) was a significant predictor of higher health responsibility,
consistent with prior studies of women’s health promoting behaviors. In previous studies,
women scored lower than men on the physical activity scale (Mirghafourvand et al., 2015). In
this study, there was a non-significant negative correlation between being female and physical
activity. Instead, age was a significant predictor of higher health responsibility and lower
physical activity. It is not surprising that with age comes a higher degree of health
responsibility and lower reported physical activity, as noted in prior research. Scholars such as
Vink et al. (2011) demonstrated how even genetic factors influence physical activity which
changes with age. Caring for others were significant predictors of lower health promoting
scores. Caring for a “other” (i.e., not a child, elderly, or disabled family member) was a
significant predictor of lower physical activity. Caring for “other” family member and those
who were not caregivers both tended to have and lower stress management scores, possibly
because of more limited time for self-care. However, Sabo and Chin (2020) reported that
physical activity, stress management, social support, and support resources were among the
self-care needs identified by older adult working caregivers as most needed.
Number of children at home was a significant predictor of lower nutrition scores, lower
spiritual growth, but higher stress management scores. Findings from the study by Mastroianni
and Storberg-Walker (2014) showed how negative feelings and work difficulties were
associated with a lack of energy, not eating well, not exercising, and not sleeping well, which
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impacted interactions with children. The association could explain why more children at home
might be associated with poorer nutrition and spiritual growth, but higher stress management
scores of the APS workers and other professionals in this study.
Those indicating secondary traumatic stress experience demonstrated significantly
higher scores on three other subscales: Spiritual Growth, Interpersonal Relations, and Stress
Management. Findings indicate that people who are exposed to higher degrees of trauma may
actively seek out ways to counter that stress. Mastroianni and Storberg-Walker (2014)
indicated that feelings of well-being and health promoting behaviors among the employees
they studied were enhanced by interpersonal relations and positive workplace interactions,
which also influenced sleeping and eating patterns, socializing, exercise, and energy. It is not
surprising then to find higher interpersonal relations, along with spiritual growth, and higher
stress management scores among the APS workers and other professionals who also reported
higher levels of secondary traumatic stress.
Higher burnout predicted higher stress management but lower interpersonal relations
and spiritual growth. Burnout is a response to chronic job stress (Queirós et al., 2020). Burnout
is often a long-term process of resource depletion and inadequate support to counter chronic
job stress (Schaufeli, 2017). A lack of spiritual or interpersonal relations could represent the
lack of resources that previous researchers found led to burnout.
Limitations
Since the sample included only New York State APS workers and professionals who
support vulnerable adults, the findings may not generalize to other locations, where APS rules,
standards, requirements, and responsibilities may differ from those of NYS. The sample was
from one conference in NYS. Participants self-selected and chose to complete the survey on
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their own accord either at the conference or after using an online platform. The sample in this
study was also predominantly white, married, females, with few individuals in other racial,
gender, and social groups, which makes it impossible to draw conclusions about how findings
might or might not have been different with a more heterogeneous sample. Findings regarding
associations between behaviors, perceptions of quality of life, and work factor environments
were limited to the concepts captured by the HPLP-II and ProQOL tools. Although the HPLP
and ProQOL represented reliable instruments for the measurements of health promoting
lifestyle behaviors and work-related quality of life of APS workers and professionals who
support vulnerable adults in NYS, it is possible that there are other factors that are more
specific to APS workers which might be measurable through other tools which could be more
appropriate in future studies. The limitations of this study are further addressed in the
recommendations for future research.
Research Recommendations
Work related quality of life was positively correlated to work environment factors
including current position (no direct client contact), higher salary, positive job satisfaction, and
less likelihood of looking for another job. Additional research could expand the knowledge that
could be derived from these findings. For example, one could only propose reasons for why
APS workers and other professionals who were less likely to look for another job also had
higher work-related quality of life. There were no explanations about why a participants would
or would not be satisfied or looking for another job. Reasons for job-seeking and turnover
might range from dissatisfaction with aspects of the job to upward mobility and opportunity
interests or disinterests, among other reasons. Furthermore, work clutter appeared to relate to
lower health promoting behaviors across all domains (HPLP-II subscale scores). As Roster and
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Ferrari (2020) noted, a more comprehensive understanding of the factors that promote clutter
might help organizations and workers address sources of workspace conditions and habits that
could impede productivity, well-being, job satisfaction, and retention. It is not appropriate to
make assumptions about the reasons and motivations for job-seeking and job satisfaction;
therefore, additional qualitative and quantitative research could help to clarify the meaning
behind the findings from this study.
Similarly, qualitative research might help to reveal specific experiences and reasons for
why health promoting behaviors and work-related quality of life are negatively associated with
increasing time spent in direct client contact. Given that the primary purpose of APS services
revolves around clients, it seems important to understand the reasons behind these findings. A
research-driven understanding of this relationship might lead to more meaningful
recommendations for improving and/or coping with client contact experiences.
It is unclear why level of education is associated with both higher health promoting
behaviors and work-related quality of life among the APS workers and other professionals in
the sample. It is possible that education could lead to higher salaries or particular job
responsibilities. Perhaps the process of learning, exposure to particular concepts and topics,
and engaging in various higher education programs facilitates health promoting behaviors.
Future qualitative and quantitative research can help to uncover reasons why higher education
has this effect on APS workers and professionals who support vulnerable adults.
Regarding perceptions of health status, participants who reported excellent health had
significantly higher health promoting behaviors and work-related quality of life, compared to
other groups who rated their health as not excellent. The questions regarding health status
required that participants provide a subjective rating, rather than providing details about their
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mental and physical health. Additional studies involving more details about real (versus
perceived) health status could lead to more objective insights about the relationships between
mental and physical health status, HPLP-II, and ProQOL.
Higher salary was among the factors with statistically significant findings, with workrelated quality of life, however, the most significant difference was between the group which
chose not to answer and those in the $10,000-$49,999 category. It is impossible to discern
conclusively that those who chose not to answer made more or less, on average, than the APS
workers in the other groups. Additional research that helps to clarify the role of salary in APS
workers’ and other professionals’ perception of their health promoting behaviors and workrelated quality of life in order to draw more meaningful conclusions from those findings. The
findings from this study represented a beginning step in better understanding the work
environment of APS workers and other professionals who support vulnerable adults. Since this
was a homogenous sample from one state, additional studies with different samples of APS
workers and other professionals, could lead to findings that might complement the results of
this study.
What is known from this study is that secondary traumatic stress tended to predict
significantly higher spiritual growth, interpersonal relations, and stress management, indicating
that those APS workers and professionals with developed or reliable resources could counter
the stresses experienced on the job. Additional research about interpersonal relations (both
within and outside of the workplace) could reveal additional insight into the role of
relationships in coping with secondary traumatic stress among APS workers and professionals
who support vulnerable adults. Among the best-known definitions of health promotion was
championed by O’Donnell (2009) which is that health is comprised of an optimal balance of
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physical, emotional, social, spiritual, and intellectual dimensions. Future study of these
dimensions in greater depth could add relevant findings to the growing body of knowledge
about APS workers and other professionals who support vulnerable adults.
Finally, this study represented one of the first efforts to determine if the HPLP-II and
ProQOL are reliable instruments for use with APS workers and other professionals who
support vulnerable adults in NYS. The reliability analysis indicated that a particularly good
level of HLPL-II internal consistency reliability present when the analysis was limited to the
study participants who worked as APS workers (Cronbach’s alpha = .92). Additional reliability
analysis indicated that the ProQOL instrument evidenced a particularly good level of internal
consistency reliability, present when the analysis was limited to the study participants who
worked as APS workers (Cronbach’s alpha = .91). Accordingly, both the HPLP-II and ProQOL
instruments appear to be reliable instruments for use among APS workers in NYS which may
be useful to future studies of APS workers outside of NYS.
Practice and Policy Implications
Previous research has found that high levels of stress are associated with physical and
mental health problems (Stults-Kolehmainen et al., 2014; Thoits, 2010), particularly chronic
stress (Bergmann et al., 2014; Gowey et al., 2019). Work-related quality of life of APS workers
and other professionals in this study had a positive association to perceptions of health status.
Although APS workers are known for working in high stress environments, which could lead
to chronic stress, it appears that those with better perception of their health had higher total
health promoting scores and work-related professional quality of life scores.
Recommendations for administrators include an emphasis on health promoting behaviors
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which could represent efforts to shield chronic stress and enhance resilience which might lead
to more optimal real and perceived health status.
More missed work related to lower work-related quality of life of the APS workers and
other professionals in the sample. Implications are that missed work (for health issues and
other reasons) could lead to lower quality of professional life or that a lower quality of
professional life could lead to absenteeism for various reasons. At the administrative level, it
may be possible to better discern the reasons for absenteeism, to take steps to reduce
absenteeism and enhance the work-related quality of life in the workplace. At the same time, it
appears to be important to invest in employee vacation and personal days, in light of their
health promoting benefits.
Salary and educational level were among the factors with statistically significant
findings, with respect to health promoting behaviors and work-related quality of life. Based on
findings from this study and previous research (Bourassa, 2012), there is evidence that APS
social workers used personal characteristics such as education, personal history, and sense of
achievement to develop mechanisms to protect themselves from stress and compassion fatigue.
Implications are that education, training, and attention to motivators and incentives such as
compensation, might help to enhance work-related quality of life and encourage health
promoting behaviors.
Two work factors (direct client contact and work-life balance) related to health
promoting behaviors significantly, indicative of a negative relationship between direct client
contact and health promoting behaviors and a positive relationship between work-life balance
and health promoting behaviors. Both poorer work-life balance and higher direct client contact
might be considered contributors to the highly stressful work environment associated with

99

behaviors that could undermine, rather than promote, health (Jordan et al., 2016; Perdikaris et
al., 2010). Therefore, it is important for employers and leaders to consider ways to help
employees develop a positive work-life balance. It is also imperative to examine ways to help
APS workers and other professionals cope with high levels of direct client contacts. While the
particular reasons for the negative relationship between health promoting behaviors and direct
client contact were unclear, based on the results of this study, it is nevertheless important for
leaders to be proactive in ensuring that APS workers and other professionals develop the
coping skills and understanding of the behaviors that could reduce related stress and trauma
and enhance, rather than undermine, mental and physical health.
Burnout among APS workers in this study also related to lower interpersonal relations
and spiritual growth, but higher stress management. Results from this and prior studies indicate
that poor perceptions of work-related quality of life which could result from burnout and stress
are related to turnover of protective services workers (Graef & Hill, 2000; Sprang et al., 2011).
Studies of CPS workers revealed a turnover rate as high as 45% for both case workers and
supervisors (Child Welfare League of America, 2008). Turnover is costly, in terms of money,
time, training, and program outcomes (Wine, Osborne, & Newcomb, 2020). Accordingly, there
are benefits to organizations and clients when leaders take steps to reduce turnover. From the
results of this study and prior research, attention to job satisfaction, work-life balance,
incentives including compensation, organizational issues, and stress (Auerbach et al., &
Schudrich, 2010; Greenhaus et al., 2003; Guest, 2002; Johnco et al., 2014), might help to
improve ProQOL and reduce turnover among APS workers and other professionals who
support vulnerable adults in the study.
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Secondary traumatic stress tended to predict significantly higher spiritual growth,
interpersonal relations, and stress management, indicating that those with resources could
counter the stress experienced on the job. Resource building can help to provide the kinds of
support that might help prevent burnout and strengthen resiliency that could lead to better work
and health outcomes. Leadership efforts can also include ways to help gauge and reduce stress
levels through the facilitation of evidence-based coping strategies, which might have
contributed to findings of a help improve both health promoting behaviors and work-related
quality of life.
Conclusion
The final conclusions from this research are that the results of the data analysis
indicated that the HPLP-II and the ProQOL are reliable instruments for the measurements of
health promoting lifestyle behaviors and work-related quality of life of APS workers and other
professionals who support vulnerable adults in NYS, respectively. Results indicated positive
associations among work-life balance, education level, and perceptions of health, and a
negative association of direct client contact with health promoting behaviors. There were also
significant work environment factors associated with work-related quality of life, including
current position, salary, perceived job satisfaction, and likelihood of looking for another job.
With ongoing research to help fill gaps in knowledge about APS workers’ and other
professionals’ experiences, leaders and policymakers have opportunities to be attentive to those
research findings and evidence-based recommendations. Research leading to evidence-based
improvements is likely to support efforts to improve quality of the life in the APS workplace,
potentially reducing stress and turnover, and helping to enhance job satisfaction and health.
The limitations of this study represented areas for future research. Because of the lack of prior
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rigorous research involving APS workers and other professionals, this study helped to provide
a foundation for the work of future scholars who aim to reveal knowledge, clarify findings, and
help finds ways to improve the lives of APS workers and other professionals who support the
elderly and vulnerable adults.
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Appendix A

Professional Quality of Life Scale (ProQOL)
Compassion Satisfaction and Compassion Fatigue
(ProQOL) Version 5 (2009)
When you [help] people you have direct contact with their lives. As you may have found, your
compassion for those you [help] can affect you in positive and negative ways. Below are some
questions about your experiences, both positive and negative, as a [helper]. Consider each of the
following questions about you and your current work situation. Select the number that honestly
reflects how frequently you experienced these things in the last 30 days.

1=Never

2=Rarely

3=Sometimes

4=Often

5=Very Often

1.
I am happy.
2. I am preoccupied with more than one person I [help].
3. I get satisfaction from being able to [help] people.
4. I feel connected to others.
5. I jump or am startled by unexpected sounds.
6. I feel invigorated after working with those I [help].
7. I find it difficult to separate my personal life from my life as a [helper].
8. I am not as productive at work because I am losing sleep over traumatic
experiences of a person I [help].
9. I think that I might have been affected by the traumatic stress of those I
[help].
10. I feel trapped by my job as a [helper].
11. Because of my [helping], I have felt "on edge" about various things.
12. I like my work as a [helper].
13. I feel depressed because of the traumatic experiences of the people I
[help].
14. I feel as though I am experiencing the trauma of someone I have [helped].
15. I have beliefs that sustain me.
16. I am pleased with how I am able to keep up with [helping] techniques and
protocols.
17. I am the person I always wanted to be.
18. My work makes me feel satisfied.
19. I feel worn out because of my work as a [helper].
20. I have happy thoughts and feelings about those I [help] and how I could
help them.
21. I feel overwhelmed because my case [work] load seems endless.
22. I believe I can make a difference through my work.
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23. I avoid certain activities or situations because they remind me of
frightening experiences of the people I [help].
24. I am proud of what I can do to [help].
25. As a result of my [helping], I have intrusive, frightening thoughts.
26. I feel "bogged down" by the system.
27. I have thoughts that I am a "success" as a [helper].
28. I can't recall important parts of my work with trauma victims.
29. I am a very caring person.
30. I am happy that I chose to do this work.
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). /www.isu.edu/~bhstamm
or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are made, and (c) it is not sold.
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PROQOL SELF SCORING WORKSHEET
This worksheet helps you to get an estimate of your score on the ProQOL. To make it easy for you to use on
your own, scores are grouped into high, average and low. If your score falls close to the border between
categories, you may find that you fit into one group better than the other. The scores are estimates of your
compassion satisfaction and fatigue. It is important that you use this information to assist you in understanding
how your professional quality of life is, not to set you into one category or the other. The ProQOL is not a
medical test and should not be used for diagnosis.
What is my score and what does it mean?
In this section, you will score your test and then you can compare your score to the interpretation below.
Scoring
1.
Be certain you respond to all items.
2.
Go to items 1, 4, 15, 17 and 29 and reverse your score. For example, if you scored
the item 1, write a 5 beside it. We ask you to reverse these scores because we have learned that the
test works better if you reverse these scores.
You Wrote
1
2
3
4
5

Change to
5
4
3
2
1

To find your score on Compassion Satisfaction, add your scores on questions 3, 6, 12, 16, 18, 20, 22, 24,
27, 30.
The sum of my Compassion
So My Score Equals
My Level of Compassion
Satisfaction questions was
Satisfaction
22 or less
43 or less
Low
Between 23 and 41
Around 50
Average
42 or more
57 or more
High
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To find your score on Burnout, add your scores questions 1, 4, 8, 10, 15, 17, 19, 21, 26 and 29. Find your
score on the table below.
The sum of my Burnout
questions
22 or less
Between 23 and 41
42 or more

So My Score Equals

My Level of Burnout

43 or less
Around 50
57 or more

Low
Average
High

To find your score on Secondary Traumatic Stress, add your scores on questions 2, 5, 7, 9, 11, 13, 14, 23,
25, 28. Find your score on the table below.
The sum of my Secondary
Traumatic Stress questions
22 or less
Between 23 and 41
42 or more

So My Score Equals
43 or less
Around 50
57 or more

My Level of Secondary
Traumatic Stress
Low
Average
High
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YOUR SCORES ON THE PROQOL: PROFESSIONAL QUALITY OF LIFE SCALE
Based on your responses, your personal scores are below. If you have any concerns, you should discuss
them with a physical or mental health care professional.
Compassion Satisfaction _____________
Compassion satisfaction is about the pleasure you derive from being able to do your work well. For
example, you may feel like it is a pleasure to help others through your work. You may feel positively about
your colleagues or your ability to contribute to the work setting or even the greater good of society. Higher
scores on this scale represent a greater satisfaction related to your ability to be an effective caregiver in
your job.
The average score is 50 (SD 10; alpha scale reliability .88). About 25% of people score higher than 57 and
about 25% of people score below 43. If you are in the higher range, you probably derive a good deal of
professional satisfaction from your position. If your scores are below 40, you may either find problems with
your job, or there may be some other reason—for example, you might derive your satisfaction from
activities other than your job.
Burnout_____________
Most people have an intuitive idea of what burnout is. From the research perspective, burnout is one of the
elements of compassion fatigue. It is associated with feelings of hopelessness and difficulties in dealing with
work or in doing your job effectively. These negative feelings usually have a gradual onset. They can reflect
the feeling that your efforts make no difference, or they can be associated with a very high workload or a
non-supportive work environment. Higher scores on this scale mean that you are at higher risk for burnout.
The average score on the burnout scale is 50 (SD 10; alpha scale reliability .75). About 25% of people score
above 57 and about 25% of people score below 43. If your score is below 18, this probably reflects positive
feelings about your ability to be effective in your work. If you score above 57 you may wish to think about
what at work makes you feel like you are not effective in your position. Your score may reflect your mood;
perhaps you were having a “bad day” or are in need of some time off. If the high score persists or if it is
reflective of other worries, it may be a cause for concern.
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Secondary Traumatic Stress_____________
The second component of Compassion Fatigue (CF) is secondary traumatic stress (STS). It is about your
work-related, secondary exposure to extremely or traumatically stressful events. Developing problems due
to exposure to other’s trauma is somewhat rare but does happen to many people who care for those who
have experienced extremely or traumatically stressful events. For example, you may repeatedly hear stories
about the traumatic things that happen to other people, commonly called Vicarious Traumatization. You
may see or provide treatment to people who have experienced horrific events. If your work puts you
directly in the path of danger, for example due to your work as an emergency medical personnel, a disaster
responder or as a medicine personnel, this is not secondary exposure; your exposure is primary. However,
if you are exposed to others’ traumatic events as a result of your work, such as providing care to people
who have sustained emotional or physical injuries, this is secondary exposure. The symptoms of STS are
usually rapid in onset and associated with a particular event. They may include being afraid, having difficulty
sleeping, having images of the upsetting event pop into your mind, or avoiding things that remind you of the
event.
The average score on this scale is 50 (SD 10; alpha scale reliability .81). About 25% of people score below
43 and about 25% of people score above 57. If your score is above 57, you may want to take some time to
think about what at work may be frightening to you or if there is some other reason for the elevated score.
While higher scores do not mean that you do have a problem, they are an indication that you may want to
examine how you feel about your work and your work environment. You may wish to discuss this with
your supervisor, a colleague, or a health care professional.
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). /www.isu.edu/~bhstamm
or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are made, and (c) it is not sold.
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Appendix B
HEALTH PROMOTON LIFESTYLE PROFILE II
DIRECTIONS: This questionnaire contains statements about your present way of life or personal
habits. Please respond to each item as accurately as possible, and try not to skip any item. Indicate
the frequency with which you engage in each behavior by circling:

1. Discuss my problems and concerns with people close to
me.
2. Choose a diet low in fat, saturate fat, and cholesterol.
3. Report any unusual signs or symptoms to a physician or
other health professional.
4. Follow a planned exercise program.
5. Get enough sleep.
6. Feel I am growing and changing in positive ways.
7. Praise other people easily for their achievements.
8. Limit use of sugars and food containing sugar (sweets).
9. Read or watch TV programs about improving health.
10. Exercise vigorously for 20 or more minutes at least
three times a week (such as brisk walking, bicycling,
aerobic dancing, using a stair climber).
11. Take some time for relaxation each day.
12. Believe that my life has purpose.
13. Maintain meaningful and fulfilling relationships with
others.
14. Eat 6-11 servings of bread, cereal, rice and pasta each
day.
15. Question health professionals in order to understand their
instructions.
16. Take part in light to moderate physical activity (such
as sustained walking 30-40 minutes 5 or more times a
week).
17. Accept those things in my life which I cannot change.
18. Look forward to the future.
19. Spend time with close friends.
20. Eat 2-4 servings of fruit each day.
21. Get a second opinion when I question my health care
provider's advice.
22. Take part in leisure-time (recreational) physical activities
(such as swimming, dancing, bicycling).
23. Concentrate on pleasant thoughts at bedtime.
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24. Feel content and at peace with myself.
25. Find it easy to show concern, love and warmth to
others.
26. Eat 3-5 servings of vegetables each day.
27. Discuss my health concerns with health professionals.
28. Do stretching exercises at least 3 times per week.
29. Use specific methods to control my stress.
30. Work toward long-term goals in my life.
31. Touch and am touched by people I care about.
32. Eat 2-3 servings of milk, yogurt or cheese each day.
33. Inspect my body at least monthly for physical
changes/danger signs.
34. Get exercise during usual daily activities (such as
walking during lunch, using stairs instead of elevators,
parting car away from destination and walking).
35. Balance time between work and play.
36. Find each day interesting and challenging.
37. Find ways to meet my needs for intimacy.
38. Eat only 2-3 servings from the meat, poultry, fish, dried
beans, eggs, and nuts group each day.
39. Ask for information from health professionals about how
to take good care of myself.
40. Check my pulse rate when exercising.
41. Practice relaxation or mediation for 15-20 minutes
daily.
42. Am aware of what is important to me in life.
43. Get support from a network of caring people.
44. Read labels to identify nutrients, fats, sodium content in
packaged food.
45. Attend educational programs on personal health care.
46. Reach my target heart rate when exercising.
47. Pace myself to prevent tiredness.
48. Feel connected with some force greater than myself.
49. Settle conflicts with other through discussion and
compromise.
50. Eat breakfast.
51. Seek guidance or counseling when necessary.
52. Expose myself to new experiences and challenges.
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Appendix D - Summary of the Characteristics of Studies Included in the Review
Author (s) Year,
Country
Journal
Title of article
Doi
Ghesquiere et al. 2018
USA
Journal of Elder Abuse
& Neglect,
30:1, 1-19.
Professional quality of
life of adult protective
service workers
DOI:
10.1080/08946566.20
17.1352550

Focus of
Study

Population
Sample

Research
Design/
Methods

Outcome
Measures
or Data
Analysis

Results

Implications
Future
research/
Limitation

Purpose: to
describe APS
workers’ work
environments
(including
specific
hazards
experienced,
impressions of
work climate,
and supervisor
support) and
selected
responses to
that work
environment
(including
compassion
fatigue,
burnout, and
secondary
traumatic
stress).

intact sample
strategy: all
(approximatel
y 410) APS
field-workers
and
supervisors
directly
employed in
a large urban
area

Quantitative

Hazards
on the job

Exposures to
hazards
while on the
job was high
80%
exposed to
hazards
- 92.8%
exposed to at
least one
hazard with
average of 7
hazards over
their careers
- 71%
exposed to
one or more
hazard in
last month
with average
of 3.4 hazard
in the month

Superviso
r support

Supervision
viewed
mostly
positive
- 76.6% said
supervisor
treated then
with respect
- 71.7%
listened to
them
- 66.1%
supported
their
professional
development
- 60.4%
supported
work-life
balance
- 60.1%
received
constructive
criticism to
improve
work
performance
- 54.3%
received
opportunities

Implications
- It is
important to
understand
work stressors
and responses
of burnout,
compassion
fatigue and
secondary
traumatic
stress
- work stress
can threaten
the workforce
and the clients
they serve
- future
preventative
efforts by
APS
administrators
and partners
to improve
professional
quality of life
in APS
workers
- improve
ProQOL of
APS workers
may ensure
the quality
and
availability of
APS services
to meet the
needs of
vulnerable
older adults

IRB approval
Crosssectional,
anonymous
survey of all
workers
Electronic
surveys
Participants
informed of
surveys via
work email
with link to
survey w/o
identifying
information
Paper survey
– study staff
visited field
offices and
participants
completed
surveys
during staff
meetings
Surveys
placed in
boxes with
narrow slots
to prevent
visibility of
each other’s
responses
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Limitations:
- Focus was
on one city
limit therefore
not
generalizable
- crosssectional
survey (1)
may reflect
the current
mood of

to show
leadership
- 62.6% had
trust and
confidence
in their
supervisor
Work
Climate

Both
positive and
negative
perceptions
- 69% work
gave sense
of
accomplish
ment
- 53%
believed
talents were
used well
- 47%
considered
resources
adequate
- 37%
reported
workload
reasonable

Responses
to work
stress:

Job
satisfaction
was
moderately
high
- 19% very
satisfied
- 49.5%
somewhat
satisfied
- 4.7% very
dissatisfied
- 11.2%
somewhat
dissatisfied
- 13.1%
neither
dissatisfied
nor satisfied
- 1.9%
skipped the
question
25% high
risk for
compassion
fatigue,
burnout, and
secondary
traumatic
stress

112

respondents
(2) does not
infer causal
associations,
(3) provide
limited
insight into
causes of
burnout
- survey is
self-report
and may have
biased
responses due
to (1)
concerns
about
professional
consequences
and (2) social
desirability
- actual
behaviors of
APS workers
were not
measured
- only
perceptions
were
measured

Future
research:
- association
between
burnout and
absenteeism
- association
between
educational
background,
years of
experience
and
motivation to
work with
older adults
- training
needs of
supervisors

19% high
compassion
satisfaction
Bourassa, D (2012)
USA
Journal of
Interpersonal Violence
27(9) 1699–1715
Examining SelfProtection Measures
Guarding Adult
Protective Services
Social Workers
Against Compassion
Fatigue
DOI:
10.1177/08862605114
30388

(1) To explore
the APS
workers
perceptions on
working with
older adult
clients who are
abused and
neglected

Convenience
sample of
social workers
with
BSW/MSW
degree

(2) identify and
define the
symptoms and
potential
repercussions
of compassion
fatigue

Caucasian,
female
Ages 30-60

Nine APS
social workers

Study
conducted by
APS social
workers from
six urban
counties in a
mid-Atlantic
state

Qualitative
IRB approval
Intensive
semistructured
interviews via
telephone
Total 4.5
hours of
interviews
audio-taped
with
permission
Components
of interview:
(1)
background
with
demographics
, work duties
and past work
(2) verified,
refined, and
focused the
themes and
concepts
(self-initiated
boundaries,
level of
support from
co-workers,
supervisors,
resources and
work-life
balance
(3) member
checking and
initial
analysis
-

Constant
compariso
n method
(Glaser
and
Strauss).
Notes and
audiotapes
transcripti
ons
reviewed
and coded
using
computer
program
Atlas-to
5,0
Validity
assured
using
guidelines
by
Lincoln
and Guba
(1985)
Working
hypothesis
:
Personal
characteri
stics and
profession
al factors
experienc
ed by APS
social
workers
led to
creation of
and
utilization
of
boundarie
s that
protected
the from
effects of
compassio
n fatigue
Person
characteri
stics:
education,
history of
crisis,
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This group
of APS
social
workers did
not
experience
compassion
fatigue
The group
used
personal
factors and
professional
factors to
help protect
against
symptoms
and effects
of
compassion
fatigue
Personal
Factors of
APS Social
Workers
Education:
7/9 reported
their
education
helped to
develop
boundaries
Personal
history of
crisis:
7/9 reported
history crisis
as a child or
adult
Sense of
achievement
:
7/9 felt sense
of
achievement
knowing
they did
their best
Job
experience:
8/9 reported
that APS
experience
helped them

Implications:
- It is
important to
initiate
selfcare
practices to
prevent
compassion
fatigue
- ongoing
continuing
education on
selfcare
during staff
meeting,
training and
peer
consultation
Limitations:
- small
homogeneous
sample
- use of
qualitative
method of
research
- results
cannot be
generalized to
other
populations
but can be
transferable to
other
populations
- open-ended
questions
needs
rephrasing.
- interview
conducted via
telephone
may have
skewed the
results
Future
research:
- on APS
workers who
left and
reasons for
leaving
- measure
healthy
boundary-

sense of
achieveme
nt, job
experienc
e, actions
to prevent
compassio
n fatigue
Profession
al factors:
coworker
support,
lack of
supervisor
y support

to develop
boundaries
to prevent
the effects of
compassion
fatigue
Preventative
actions:
8/9 used
behavior
modification
techniques
to develop
boundaries
against
compassion
fatigue
Professional
Factors of
APS Social
Workers
Coworker
support:
9/9 reported
coworker
support as
the main
reason for
staying in
the job
Lack of
supervisory
support
fosters
independenc
e:
6/9 reported
lack of
supervisor
and
institution
support
8/9 had
supervisors
who were
not social
workers
Lack of
supervisory
support
created
independenc
e in the jobs
and
confidence
in
performing
job skills
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setting
techniques
- use nonhomogeneous
sample
- compassion
fatigue in
APS workers
who do not
have
BS/MSW
degrees
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Appendix E
Invitation Letter and Informed Consent

Dear AATI 2019 Conference Attendee,
We ask that you kindly complete the attached questionnaire.

The purpose of the study is to ascertain if the survey is appropriate, reliable and valid to
use with professionals who intervene in adult abuse and who provide support to victims of
adult abuse. The study also seeks to examine factors associated with health promoting
behaviors in this population. The survey measures health promoting behaviors and
potential predictors of these behaviors.

The survey includes items about health-promotion behaviors in the domain of health
responsibility, physical activity, nutrition, spiritual growth, interpersonal relations and
stress management.
The information gathered from the survey will be used to develop, design and implement
health promotion training programs professionals who intervene in adult abuse and who
provide support to victims of adult abuse. These training activities may help professionals
like yourself care for their own physical, mental and emotional health to achieve and/or
maintain
quality of life and well-being.
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THE CITY UNIVERSITY OF NEW YORK
CUNY Graduate School of Public Health and
Health Policy Dept. of Health Policy &
Management
ORAL AND INTERNET-BASED INFORMED CONSENT SCRIPT
Title of Research Study: Factors associated with health promoting behaviors of
professionals who support elderly and vulnerable adults
Principal Investigator: Stacey B. Plichta, Sc.D., CPH, Professor
You are being asked to participate in this research study because you are attending
the Adult Abuse Training Institute 2019. The purpose of the study is to examine
factors associated with health promoting behaviors in these professionals. This
study is also testing some new questions to see if they are valid and relevant to
professionals who intervene in cases of adult abuse. These professionals include
adult protective services workers (APS), social workers, benefit administrators,
mental health workers, law enforcement, first responders and other primary
supporters of elderly and vulnerable adults.
We are planning to use the results of this survey to develop a reliable and valid
wellness survey for professionals who intervene/assist in cases of adult abuse. We
will also use the results to support develop, design and implement health promotion
training programs for professionals who support elderly and vulnerable adults.
While you will get no direct benefit from this survey, the training activities may help
professionals like yourself to better care for their own physical, mental and
emotional health.
If you agree to participate, we ask you to fill out this survey. The survey asks
questions about demographical information, work-life balance, your spiritual growth,
interpersonal relations, nutrition, physical activity, health responsibility and stress
management. It will take approximately 10 minutes of your time to complete.
•
There is a risk that some of the questions may cause you mild
stress. You may stop participation in the survey at any time and you can skip
any question you do not want to answer.
•
There is no direct benefit to you for completing the survey.
However, the aggregate results of this study may help us and other health
promotion workers to design relevant health promotion and wellness
programming for professionals like yourself.
•
There is a resource list at the end of this survey that may be helpful to
you in managing work-related stress.
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•
Your responses are confidential, and we do not collect any identifying
information in this survey. We will not share individual responses and will only
report group data. All data will be kept in a password protected file on a passwordprotected computer in the research staff offices. The individual paper surveys will
be destroyed after three years.
Your participation in this research is voluntary. If you have any questions, you
may contact Dr. Stacey Plichta at stacey.plichta@sph.cuny.edu or 646-3649528. If you have any questions about your rights as a research participant or if
you would like to talk to someone other than the researchers, you can contact
the CUNY Research Compliance Administrator at 646-664-8918.
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Appendix F
SURVEY

Section 1 – Work Life
Please tell us about your work life

1.

Overall, how long have you been working with vulnerable adults?
(Please check ✓ one)
1. ____0 – 3 years
2. ____4 – 6 years
3. ____7 – 9 years
4. ____greater than 10 years

2.

What percent of your time is currently spent in direct client
contact? (Please check ✓ one)
1. ____None (0%)
2. ____ 1%-24%
3. ____25%-49%
4. ____50%-74%
5. ____75% or more

3.
1.
2.
3.
4.
5.
6.

What is your current job position?
____Adult Protective Services (APS) worker
____Law Enforcement
____Emergency Medical Technician (EMT)
____Nurse
____Lawyer
____Other (please specify________________)

1.
2.
3.
4.
5.
6.

What type of work do you do (check all that apply)?
____Intake
____Field work
____Non-field work
____Benefits management
____All of these
____Other (please specify_________________)

4.

5.

In general, how satisfied are you with your job?
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1.
2.
3.
4.
5.

____Very dissatisfied
____Somewhat dissatisfied
____Neither satisfied nor dissatisfied
____Somewhat satisfied
____Very satisfied

6.

Would you say that in general your health is: (Please check one)
1. ____Excellent
2. ____Very good
3. ____Good
4. ____Fair
5. ____Poor
7.
In the past four weeks (28 days) how many workdays did you
miss because of problems with your physical or mental health? ____ days

8.
In the past four weeks (28 days) how many days did you come in
early, go home late, or work on your day off?
____ days

9.

How would you rate your work-life balance?
1.____Extremely unbalanced
2.____Often unbalanced
3.____Moderately balanced
4.____Mostly balanced
5.____Exceptionally balanced

10.

To what extent is your workspace/physical environment at work

uncluttered?

1.
2.
3.
4.
ways)

11.

On average, how long is your daily commute (round-trip/both

1.
2.
3.
4.
12.

_____Very crowded and cluttered
_____Somewhat crowded and cluttered
_____Somewhat open and uncluttered
_____Very open and uncluttered

_____30 minutes or less
_____31-45 minutes
_____46-60 minutes
_____More than one hour
How likely are you to look for another job during the next year?
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1.____Very likely
2.____Somewhat likely
3.____Somewhat unlikely
4.____Very unlikely
Section 2
Health-Promoting Lifestyle Profile II
DIRECTIONS: This questionnaire contains statements about your present
way of life or personal habits. Please respond to each item as accurately as
possible and try not to skip any item. Indicate the frequency with which you
engage in each behavior by circling:

13. How often do you?

Never Sometimes Often Routinely
1. Discuss my problems and concerns with
N
S
O
R
people close to me.
2. Choose a diet low in fat, saturate fat, and
N
S
O
R
cholesterol.
3. Report any unusual signs or symptoms to N
S
O
R
a physician or other health professional.
4. Follow a planned exercise program.
N
S
O
R
5. Get enough sleep.
N
S
O
R
6. Feel I am growing and changing in
N
S
O
R
positive ways.
7. Praise other people easily for their
N
S
O
R
achievements.
8. Limit use of sugars and food containing
N
S
O
R
sugar (sweets).
9. Read or watch TV programs about
N
S
O
R
improving health.
10. Exercise vigorously for 20 or more
N
S
O
R
minutes at least three times a week (such
as brisk walking, bicycling, aerobic
dancing, using a stair climber).
11. Take some time for relaxation each day. N
S
O
R
12. Believe that my life has purpose.
N
S
O
R
13. Maintain meaningful and fulfilling
N
S
O
R
relationships with others.
14. Eat 6-11 servings of bread, cereal, rice
N
S
O
R
and pasta each day.
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15. Question health professionals in order to
understand their instructions.
16. Take part in light to moderate physical
activity (such as sustained walking 30-40
minutes 5 or more times a week).
17. Accept those things in my life which I
cannot change.
18. Look forward to the future.
19. Spend time with close friends.
20. Eat 2-4 servings of fruit each day.
21. Get a second opinion when I question my
health care provider's advice.
22. Take part in leisure-time (recreational)
physical activities (such as swimming,
dancing, bicycling).
23. Concentrate on pleasant thoughts at
bedtime.
24. Feel content and at peace with myself.
25. Find it easy to show concern, love and
warmth to others.
26. Eat 3-5 servings of vegetables each day.
27. Discuss my health concerns with health
professionals.
28. Do stretching exercises at least 3 times
per week.
29. Use specific methods to control my
stress.
30. Work toward long-term goals in my life.
31. Touch and am touched by people I care
about.
32. Eat 2-3 servings of milk, yogurt or cheese
each day.
33. Inspect my body at least monthly for
physical changes/danger signs.
34. Get exercise during usual daily
activities (such as walking during lunch,
using stairs instead of elevators, parting car
away from destination and walking).
35. Balance time between work and play.
36. Find each day interesting and
challenging.
37. Find ways to meet my needs for intimacy.
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38. Eat only 2-3 servings from the meat,
poultry, fish, dried beans, eggs, and nuts
group each day.
39. Ask for information from health
professionals about how to take good care of
myself.
40. Check my pulse rate when exercising.
41. Practice relaxation or mediation for 1520 minutes daily.
42. Am aware of what is important to me in
life.
43. Get support from a network of caring
people.
44. Read labels to identify nutrients, fats,
sodium content in packaged food.
45. Attend educational programs on
personal health care.
46. Reach my target heart rate when
exercising.
47. Pace myself to prevent tiredness.
48. Feel connected with some force greater
than myself.
49. Settle conflicts with other through
discussion and compromise.
50. Eat breakfast.
51. Seek guidance or counseling when
necessary.
52. Expose myself to new experiences and
challenges.
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Section 3: Professional Quality of Life
When you help people you have direct contact with their lives. As you may
have found, your compassion for those you help can affect you in positive and
negative ways. Below are some questions about your experiences, both
positive and negative, as a helper. Consider each of the following questions
about you and your current work situation. Select the number that honestly
reflects how frequently you experienced these things in the last 30 days.
14. Consider each of the
following questions about you
and your current work
situation.

Never

Rarely

Some Often Very
-times
Often

a. I am happy

1

2

3

4

5

b. I am preoccupied with more
than one person I help

1

2

3

4

5

c. I get satisfaction from being
able to help people

1

2

3

4

5

d. I feel connected to others

1

2

3

4

5

e. I jump or am startled by
unexpected sounds

1

2

3

4

5

after 1

2

3

4

5

f. I feel invigorated
working with people

g. I find it difficult to separate
my personal life from my
life as a person working
with victims of elder abuse

1

2

3

4

5

h. I am not as productive at
work because I am losing
sleep over traumatic
experiences of people I
helped.

1

2

3

4

5

i. I think that I might have
been affected by the
traumatic stress of the
people I work with

1

2

3

4

5
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j. I feel trapped by my job as a person
working with victims of elder abuse

1

2

3

4

5

k. Because of my work, I have felt "on
edge" about various things

1

2

3

4

5

l. I like my work as a person working
with victims of elder abuse

1

2

3

4

5

m. I feel depressed because of the
1
traumatic experiences of the people
I help.

2

3

4

5

n. I feel as though I am experiencing
the trauma of someone I have
helped.

1

2

3

4

5

o. I have beliefs that sustain me.

1

2

3

4

5

p. I am pleased with how I am able to
keep up with techniques and
protocols to help victims of elder
abuse

1

2

3

4

5

q. I am the person I always wanted to
be

1

2

3

4

5

r. My work makes me feel satisfied

1

2

3

4

5

s. I feel worn out because of my work
as a person working with victims of
elder abuse.

1

2

3

4

5

t. I have happy thoughts and feelings
1
about those persons I help and how
I could help them

2

3

4

5

u. I feel overwhelmed because my
casework load seems endless

1

2

3

4

5

v. I believe I can make a difference
through my work

1

2

3

4

5

w. I avoid certain activities or
situations because they remind me
of frightening experiences

1

2

3

4

5

x. I am proud of what I can do to help
people

1

2

3

4

5

y. As a result of my work with victims
of elder abuse, I have intrusive,
frightening thoughts.

1

2

3

4

5

z. I feel "bogged down" by the system

1

2

3

4

5
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aa. I have thoughts that I am a
"success" as a person working with
victims of elder abuse.

1

2

3

4

5

bb. I can't recall important parts of my
work with victims of elder abuse.

1

2

3

4

5

cc. I am a very caring person.

1

2

3

4

5

dd. I am happy that I chose to do this
work.

1

2

3

4

5

SECTION 4 - Demographics
15. What is your age?
1._____18 – 29 years
2._____30 – 41 years
3._____42 – 53 years
4._____54 – 65 years
5._____66 and over
16. What is your gender?
1._____ Female
2._____ Male
3._____ Other (specify: ______________________)
17. Marital status
1._____ Married/Cohabitating with a partner
2._____ Single
3._____ Divorced/Separated
4._____Widowed
18. Which of the following would you say is/are part of how you identify yourself?
(Please check ✓ all that apply)
1._____ African-American or Black American
2._____ Creole or Caribbean-American/Carib-American
3._____ Hispanic/Latino
4._____ White
5._____ Asian
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6._____ American Indian/Alaskan Native/Native Hawaiian or other Pacific
Islander
7._____ Other (specify) _____________________________

19. What is the highest grade or year of school you completed? (Please check )
1._____ H.S. degree or GED
2._____ Some college or some technical schooling (not completed)
3._____ Two-year degree (e.g. Associates) or technical certificate
4._____ Four-year degree (e.g., BA/BS)
5._____ Graduate degree (e.g., MA/MS/PhD)

20. How many people reside in your household, including yourself?
1._____Adults
2._____Children (age 0-17)

21. Do you have caregiver responsibility for:
1._____Children
2._____Older adult(s)
3._____Disabled adult(s)
4._____Other (specify:________________)
5._____No caregiver responsibility

22. What is your salary level from your main job?
1._____I am a volunteer
2._____less than $20,780
3._____$20,781- $41,560
4._____$41,561 - $62,340
5._____$62,340 - $83,120
6._____greater than $83,120
7._____I do not wish to answer this question

23. Do you work a second paid job?
1. ___ Yes
2. ___ No
24. How do you cope with stress? (Please write answer below).
25. If funds were not an issue, what wellness program or activity would you like to
see at your current job?
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Appendix G
Table G1. List of Participants by Occupation
Occupation

N

%

APS Worker

38 29.4

Law Enforcement

26 20.1

Other, Administration / Management 21 16.2
Other, MSW or Case Worker

25 19.3

Other, Lawyer, Nurse, Unspecified

19 15.0

Total Result

129 100.0

Table G2. CRONBACH ALPHA – HPLP-II AND ProQOL
HPLP -II

Cronbach’s Alpha ProQOL

Cronbach’s
Alpha

Total Score

.96

Total Score

.75

Health
Responsibility

.84

Secondary Traumatic Stress .81

Physical Activity

.88

Compassion Satisfaction

.90

Nutrition

.84

Burnout

.82

Spiritual Growth

.91

Interpersonal
Relations

.88

Stress
Management

.83
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Table G3: Age Categories by Occupations

18-29

30-41

42-53

54-64

65

years

years

years

years

years
and
over

APS Worker

2

10

13

11

0

Law Enforcement

4

13

9

0

0

Social Worker /
Case Manager

2

4

8

8

3

Other

1

4

7

6

1

Supervisor

1

4

5

10

1

Total

10

35

42

35

5

Occupation

129

Table G4: Ethnicity Categories by Occupation

Occupation

African- Asian- Creole- European- Hispanic- NativeAmerican American American American American American

APS Worker

9

0

2

23

1

1

Law
Enforcement

3

0

0

23

0

0

Social Worker /
Case Manager

3

2

0

19

0

2

Other

4

0

0

14

0

0

Supervisor

2

0

0

18

0

0

Total

21

2

2

97

1

3
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Table G5: Education Level by Occupation.

Occupation

Some college or
Two-year
Less
technical
Four-year
H.S.
degree (e.g.,
Graduate
than
schooling (but
degree
degree
Associates) or
degree (e,.g.,
high
did not
(e.g.,.
or GED
Technical
MA,MS,PhD)
school
complete
BA/BS)
certificate
degree)

APS Worker

0

0

0

23

15

0

Law
Enforcement

0

5

5

11

5

0

Social Worker
/ Case
Manager

0

0

2

8

11

4

Other

0

0

2

4

7

5

Supervisor

0

1

1

9

9

1

Total

0

6

10

55

47

10
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Table G6: Number taking on a Second, Paid Job by Occupation.

Occupation

Yes

No

APS Worker

9

28

Law Enforcement

1

24

Social Worker / Case Manager

6

19

Other

6

13

Supervisor

3

18

Total

25

102
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Table G7: Relationship Status by Occupation

Occupation

Married/
Divorced/
Single
Widowed
Cohabitating with a partner
Separated

APS Worker

23

9

5

1

Law Enforcement

19

6

1

0

Social Worker /
Case Manager

11

8

6

0

Other

13

2

3

1

Supervisor

16

1

3

1

Total

82

26

18

3
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Table G8. Time on Job Categories by Occupations

Occupation

0-3 years 4-6 years 7-9 years Greater than 10 years

APS Worker

12

4

6

16

Law Enforcement

9

8

1

7

Social Worker / Case Manager

6

5

0

14

Other

9

3

1

5

Supervisor

5

1

1

14

Total

41

21

9

56
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Table G9. General Health Categories by Occupations

Occupation

Excellent Very good Good Fair Poor

APS Worker

0

3

14

13

8

Law Enforcement

0

0

5

12

9

Social Worker / Case Manager

0

3

6

13

3

Other

0

0

3

10

6

Supervisor

0

1

6

10

4

Total

0

7

34

58

30
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Table G10. Days Missed Work For Health Reasons by Occupations

Occupation

0

1

2

3

4

7

APS Worker

22

7

2

1

3

1

Law Enforcement

24

1

1

0

0

0

Social Worker / Case Manager

16

6

3

0

0

0

Other

11

3

2

0

0

0

Supervisor

15

4

2

0

0

0

Total

88

21

10

1

3

1
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Table G11. Gender Categories by Occupations

Occupation

Male Female

APS Worker

9

29

Law Enforcement

16

10

Social Worker / Case Manager

5

20

Other

5

14

Supervisor

5

16

Total

40

89
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Table G12. Salary Categories by Occupations

Occupation

I am a
volunteer

$10,000$29,999

$30,000$49,999

$50,000 - $80,000
$79,999 or higher

I do not wish to
answer this
question

APS Worker

0

0

4

23

3

8

Law
Enforcement

0

0

0

1

1

24

Social Worker
/ Case
Manager

0

0

10

10

3

2

Other

0

1

1

7

3

7

Supervisor

0

0

0

8

8

5

1

15

49

18

46

Total

0
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Table G13. ProQOL Items’ Correlation with ProQOL Subcales Scores.
Items with italicized contents were reverse scored.

Subscale

Secondary
Traumatic Stress

Compassion
Satisfaction

Item
Num. Content

Item-Subscale
Score Correlation

2

I am preoccupied with more than one client
that I help

0.33

5

I jump or am startled by unexpected sounds

0.41

7

I find it difficult to separate my personal life
from my life as a person working with victims
of elder abuse

0.49

9

I think that I might have been affected by the
traumatic stress of the people I work with

0.69

11

Because of my work, I have felt 'on edge' about
various things

0.55

13

I feel depressed because of the traumatic
experiences of the people I help

0.76

14

I feel as though I am experiencing the trauma
of a client I have helped

0.73

23

I avoid certain activities or situations because
they remind me of frightening experiences

0.52

25

As a result of work with victims of elder abuse
I have intrusive, frightening thoughts.

0.67

28

I can't recall important parts of my work with
victims of elder abuse

0.38

3

I get satisfaction from being able to help
clients

0.63
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Subscale

Item
Num. Content
6

I feel invigorated after working with clients

0.51

12

I like my work as a person working with
victims of elder abuse

0.64

I am pleased with how I am able to keep up
16 with techniques and protocols to help victims
of elder abuse

0.58

18 My work makes me feel satisfied

0.81

20

I have happy thoughts and feelings about those
persons I help and how I could help them

0.76

22

I believe I can make a difference through my
work

0.84

24 I am proud of what I can do to help people
27

Burnout

Item-Subscale
Score Correlation

I have thoughts that I am a "success" as a
person working with victims of elder abuse

0.78
0.57

30 I am happy that I chose to do this work

0.75

1

I am happy

0.72

4

I feel connected to others

0.51

8

I am not as productive at work because I am
losing sleep over traumatic experiences of a
client that I helped

0.52

10

I feel trapped by my job as a person working
with victims of elder abuse

0.63

15 I have beliefs that sustain me

0.32

17 I am the person I always wanted to be

0.62

19

I feel worn out because of my work as a person
working with victims of elder abuse
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0.58

Subscale

Item
Num. Content
21

I feel overwhelmed because my casework load
seems endless

Item-Subscale
Score Correlation
0.61

26 I feel "bogged down" by the system

0.74

29 I am a very caring person

0.41
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Table G14. Predictors and Families of Predictors in Generalized Linear Models
Predicting HPLP-II Health Responsibility Subscale Scores
Variable-Level
Statistics
Variable
Family

Predictor

βweight

t

p

Model-Level Statistics
AIC

Age

0.29

2.05 .045 * 354.06

General Health

-0.03

.829
0.22

Gender

0.59

2.41 .019 *

Education

0.00

0.01 .995

AfricanAmerican

-0.98

.127
1.55

Asian-American

-1.44

.150
1.46

EuropeanAmerican

-0.70

.227
1.22

HispanicAmerican

-1.04

.440
0.78

Native-American

-1.07

.162
1.42

Number of
Adults at Home

0.11

0.80 .426 357.05

Home
Number of
Environment Children at Home

0.06

0.37 .711

Care for Children

-0.33

.456
0.75

Personal
Characteristics
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Change
df
in AIC

-2.99

p

9 1.000

Variable-Level
Statistics
Variable
Family

Salary & 2nd
Job

Predictor

βweight

t

p

Model-Level Statistics
AIC

Care for Elderly

-0.52

.157
1.43

Care for Adult
with Disability

-0.15

.770
0.29

Care for Other

-0.77

.196
1.31

Not a Caregiver

-0.39

.368
0.91

Married

-1.11

.244
1.18

Single

-0.73

.423
0.81

Divorced

-1.13

.271
1.11

Salary

0.00

.991 354.67
0.01

Has 2nd Job

-0.01

.965
0.04

Time in Job

-0.02

.845 350.85
0.20

Time with Clients -0.01

.942
0.07

Type: Intake

-0.46

.219
1.24

Type: Fieldwork

-0.11

.745
0.33

Type of Work
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Change
df
in AIC

p

2.38

2 .304

3.82

7 .800

Variable-Level
Statistics
Variable
Family

Occupation

Predictor

βweight

t

p

Type: NonFieldwork

0.36

1.36 .179

Type: Benefits
Management

-0.67

.242
1.18

Type: Other

-0.44

.109
1.63

Model-Level Statistics
AIC

Law Enforcement 0.02

0.03 .973 353.83

Social Worker

0.24

0.69 .493

Supervisor

0.00

.994
0.01

Other

Change
df
in AIC

p

-2.98

4 1.000

0.00

.993
0.01

Job Satisfaction

-0.06

.510 320.68 33.15
0.66

6 <.001

Days Work
Missed from
Health

0.42

2.79 .007 *

-0.02

.892
0.14

Uncluttered
Workspace

0.26

2.83 .006 *

Commute Length

0.11

0.92 .363

Plan to Stay in
Job

-0.04

.784
0.28

Work Stress & Work-Life
Balance
Satisfaction
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Variable-Level
Statistics
Variable
Family

ProQOL

Predictor

βweight

t

p

Model-Level Statistics
AIC

Change
df
in AIC

Secondary
Traumatic Stress

0.00

0.02 .981 295.30 25.37

Compassion
Satisfaction

0.15

0.84 .404

Burnout

-0.12

.595
0.53
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p

3 <.001

Table G15. Tests of Significance of Both Individual Predictors and Families of Predictors in
Generalized Linear Models Predicting HPLP-II Physical Activity Subscale Scores.
Variable-Level Statistics
Variable
Family

Model-Level Statistics

βweight

t

Age

-0.33

-2.42

.019 * 342.72

General Health

0.25

1.64

.106

Gender

-0.14

-0.59

.559

Education

0.04

0.33

.742

-0.29

-0.48

.630

-1.41

-1.49

.142

EuropeanAmerican

-0.01

-0.02

.984

Hispanic-American

-0.62

-0.48

.630

Native-American

0.04

0.06

.956

Number of Adults
at Home

-0.23

-1.74

.087

Number of Children
-0.32
at Home

-2.00

.050

Care for Children

-0.12

-0.29

.772

-0.13

-0.37

.711

0.34

0.68

.498

Care for Other

-1.45

-2.64

.011 *

Not a Caregiver

-0.50

-1.27

.208

Married

-0.13

-0.15

.882

Predictor

Personal
African-American
Characteristics
Asian-American

Home
Care for Elderly
Environment
Care for Adult with
Disability
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p

AIC

342.29

Change
in AIC

df

p

0.43

9

1.00
0

Variable-Level Statistics
Variable

βweight

t

Single

-0.24

-0.28

.783

Divorced

-0.80

-0.83

.411

Salary

-0.03

-0.20

.843

Has 2nd Job

-0.09

-0.33

.746

Time in Job

0.09

1.08

.286

Time with Clients

-0.08

-0.80

.429

Type: Intake

-0.44

-1.22

.228

Type: Fieldwork

-0.48

-1.52

.135

Type: NonFieldwork

0.29

1.15

.254

Type: Benefits
Management

-0.21

-0.39

.700

Type: Other

-0.12

-0.47

.638

Law Enforcement

-0.16

-0.30

.766

Social Worker

-0.02

-0.05

.962

Supervisor

-0.17

-0.48

.636

Other

-0.31

-0.81

.419

Job Satisfaction

-0.08

-0.88

.384

Work Stress &
Days Work Missed
Satisfaction
from Health

0.22

1.52

.133

Work-Life Balance

0.10

0.67

.509

Family

Salary & 2nd
Job

Type of Work

Occupation

Predictor
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p

Model-Level Statistics
AIC

Change
in AIC

df

p

344.05

-1.77

2

1.00
0

340.17

3.88

7

.794

345.74

-5.57

4

1.00
0

279.01 40.93

6

<.00
1

Variable-Level Statistics
Variable
Family

ProQOL

βweight

t

Uncluttered
Workspace

0.23

2.66

.010 *

Commute Length

0.19

1.65

.104

Plan to Stay in Job

0.08

0.62

.539

Secondary
Traumatic Stress

0.24

1.55

.126

Compassion
Satisfaction

-0.12

-0.71

.483

Burnout

-0.33

-1.58

.119

Predictor
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p

Model-Level Statistics
AIC

Change
in AIC

282.70 25.91

df

p

3

<.00
1

Table G16. Tests of Significance of Both Individual Predictors and Families of Predictors
in Generalized Linear Models Predicting HPLP-II Nutrition Subscale Scores.
Variable-Level
Statistics
Variable
Family

Predictor

t

p

AIC

Age

-0.01

.936 340.92
0.08

General Health

0.03

0.25 .805

Gender

0.25

1.18 .243

Education

0.11

0.83 .411

-0.42

.438
0.78

Asian-American

-1.42

.102
1.66

European-American

0.27

0.54 .594

Hispanic-American

0.40

0.34 .737

Native-American

0.32

0.50 .622

Personal
African-American
Characteristics

Home
Environment

βweight

Model-Level Statistics

Number of Adults at
-0.10
Home

.435 320.12
0.79

Number of Children
at Home

-0.45

.003 *
3.10

Care for Children

-0.45

.227
1.22

Care for Elderly

-0.83

.009 *
2.70
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Change in
df
AIC

20.80

p

9 .014

Variable-Level
Statistics
Variable
Family

Salary & 2nd
Job

Type of Work

Predictor

βweight

t

p

Model-Level Statistics

AIC

Care for Adult with
Disability

-1.05

.020 *
2.39

Care for Other

-0.76

.156
1.44

Not a Caregiver

-1.13

.003 *
3.12

Married

-0.43

.593
0.54

Single

-0.66

.389
0.87

Divorced

-0.68

.438
0.78

Salary

0.00

0.00 .998 319.29

Has 2nd Job

0.07

0.28 .779

Time in Job

-0.01

.909 318.36
0.12

Time with Clients

0.00

.963
0.05

Type: Intake

-0.29

.381
0.88

Type: Fieldwork

-0.09

.780
0.28

Type: NonFieldwork

-0.09

.703
0.38
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Change in
df
AIC

p

0.83

2 .660

0.92

7 .996

Variable-Level
Statistics
Variable
Family

Occupation

Work Stress &
Satisfaction

ProQOL

Predictor

βweight

t

p

Model-Level Statistics

AIC

Type: Benefits
Management

-0.30

.543
0.61

Type: Other

-0.43

.076
1.81

Law Enforcement

0.22

0.45 .655 319.94

Social Worker

0.52

1.60 .116

Supervisor

0.09

0.27 .787

Other

0.21

0.62 .537

Job Satisfaction

-0.11

.190 279.01
1.33

Days Work Missed
from Health

0.29

2.21 .031 *

Work-Life Balance

0.05

0.35 .729

Uncluttered
Workspace

0.17

2.09 .042 *

Commute Length

0.05

0.45 .652

Plan to Stay in Job

0.10

0.81 .423

Secondary
Traumatic Stress

0.22

1.51 .137 253.08

Compassion
Satisfaction

-0.02

.921
0.10

Burnout

-0.28

.147
1.47
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Change in
df
AIC

p

-1.57

4 1.000

40.93

6 <.001

25.92

3 <.001
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Table G17. Tests of Significance of Both Individual Predictors and Families of Predictors in
Generalized Linear Models Predicting HPLP-II Spiritual Growth Subscale Scores.
Variable-Level Statistics
Variable
Family

βweight

t

Age

0.08

0.80

.429

General Health

-0.06

-0.57

.571

Gender

0.06

0.33

.743

Education

0.07

0.75

.458

0.05

0.11

.910

-0.30

-0.43

.667

EuropeanAmerican

0.42

1.04

.301

HispanicAmerican

0.15

0.16

.875

Native-American

0.36

0.68

.499

Number of Adults
at Home

-0.03

-0.29

.776

Number of
Children at Home

-0.32

-2.76

.008 *

0.08

0.29

.776

-0.43

-1.72

.090

Care for Adult
with Disability

-0.42

-1.19

.240

Care for Other

-0.71

-1.77

.082

Not a Caregiver

-0.65

-2.29

.026 *

Predictor

African-American
Personal
Characteristics Asian-American

Care for Children
Home
Environment Care for Elderly
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p

Model-Level Statistics
AIC

Change
df
in AIC

p

352.18

346.79

5.39

9

.799

Variable-Level Statistics
Variable
Family

Salary & 2nd
Job

Type of Work

Occupation

Predictor

βweight

t

Married

-0.02

-0.03

.976

Single

0.15

0.23

.817

Divorced

-0.01

-0.01

.992

Salary

-0.06

-0.53

.601

Has 2nd Job

0.07

0.33

.740

Time in Job

0.07

1.12

.266

Time with Clients

-0.01

-0.18

.861

Type: Intake

0.38

1.45

.152

Type: Fieldwork

-0.07

-0.31

.758

Type: NonFieldwork

-0.32

-1.73

.089

Type: Benefits
Management

-0.86

-2.17

.034 *

Type: Other

-0.35

-1.86

.069

Law Enforcement

0.49

1.27

.208

Social Worker

-0.08

-0.29

.769

Supervisor

0.02

0.07

.948

Other

0.39

Job Satisfaction
Work Stress & Days Work
Satisfaction
Missed from
Health

p

Model-Level Statistics
AIC

Change
df
in AIC

p

347.89

-1.10

2 1.000

346.26

1.64

7

348.87

-2.61

4 1.000

1.43

.157

-0.16

-2.44

.018 * 304.28 44.59

6 <.001

-0.16

-1.53

.132

154

.977

Variable-Level Statistics
Variable
Family

ProQOL

Model-Level Statistics

Predictor

βweight

t

Work-Life
Balance

0.04

0.42

.677

Uncluttered
Workspace

0.26

3.99

.000 *

Commute Length

0.01

0.12

.908

Plan to Stay in Job -0.17

-1.76

.083

Secondary
Traumatic Stress

0.52

4.32

.000 * 216.99 87.29

Compassion
Satisfaction

-0.03

-0.28

.777

Burnout

-0.81

-5.33

.000 *

155

p

AIC

Change
df
in AIC

p

3 <.001

Table G18. Tests of Significance of Both Individual Predictors and Families of Predictors in
Generalized Linear Models Predicting HPLP-II Interpersonal Relations Subscale Scores.
Variable-Level Statistics
Variable
Family

βweight

t

Age

0.04

0.36

.720

General Health

0.05

0.40

.693

Gender

0.17

0.85

.401

Education

0.13

1.07

.287

0.25

0.47

.638

-0.40

-0.47

.640

EuropeanAmerican

0.68

1.43

.159

HispanicAmerican

0.89

0.80

.427

Native-American

0.27

0.43

.672

Number of Adults
at Home

0.11

0.93

.358

Number of
Children at Home

-0.15

-1.08

.285

0.06

0.15

.879

-0.20

-0.64

.524

Care for Adult with
-0.31
Disability

-0.69

.492

Care for Other

-0.37

-0.75

.455

Not a Caregiver

-0.20

-0.49

.623

Predictor

African-American
Personal
Characteristics Asian-American

Care for Children
Home
Environment Care for Elderly

156

p

Model-Level Statistics
AIC

Change
in AIC

df

p

7.82

9

.552

356.13

348.30

Variable-Level Statistics
Variable
Family

Predictor

βweight

t

Married

-3.58

-2.41

.019 *

Single

-3.38

-2.34

.023 *

Divorced

-3.58

-2.36

.022 *

Salary

0.11

0.73

.468

Has 2nd Job

0.32

1.31

.194

Time in Job

0.11

1.42

.160

Time with Clients

0.10

1.03

.308

Type: Intake

0.16

0.53

.600

Type: Fieldwork

-0.39

-1.40

.167

Type: NonFieldwork

-0.15

-0.66

.509

Type: Benefits
Management

-0.30

-0.64

.523

Type: Other

-0.29

-1.30

.200

Law Enforcement

0.30

0.65

.516

Social Worker

0.52

1.76

.083

Supervisor

0.18

0.55

.582

Other

0.66

1.88

.065

Job Satisfaction

-0.12

-1.58

.119

Work Stress & Days Work Missed
Satisfaction
from Health

-0.03

-0.21

.833

Work-Life Balance

0.13

1.02

.313

Salary & 2nd
Job

Type of Work

Occupation

157

p

Model-Level Statistics
AIC

Change
in AIC

348.34

-0.03

2 1.000

347.28

1.06

7

.994

345.65

1.62

4

.805

299.19 46.46

df

p

6 <.001

Variable-Level Statistics
Variable
Family

ProQOL

Model-Level Statistics

βweight

t

Uncluttered
Workspace

0.21

2.76

.008 *

Commute Length

-0.04

-0.36

.719

Plan to Stay in Job

-0.13

-1.05

.300

Secondary
Traumatic Stress

0.42

3.02

.004 * 252.24 46.96

Compassion
Satisfaction

-0.01

-0.07

.943

Burnout

-0.63

-3.40

.001 *

Predictor

158

p

AIC

Change
in AIC

df

p

3 <.001

Table G19: Tests of Significance of Both Individual Predictors and Families of Predictors
in Generalized Linear Models Predicting HPLP-II Stress Management Subscale Scores.
Variable-Level Statistics
Variable
Family

βweight

t

Age

0.03

0.24

.815

General Health

0.21

1.38

.175

Gender

-0.18

-0.79

.436

Education

0.04

0.30

.764

-0.60

-1.01

.316

-2.61

-3.02

.004 *

EuropeanAmerican

-0.44

-0.83

.413

HispanicAmerican

-0.07

-0.06

.955

Native-American

-0.24

-0.35

.726

Number of Adults
at Home

-0.11

-0.89

.380

Number of
Children at Home

-0.37

-2.57

.014 *

-0.22

-0.56

.581

-0.42

-1.30

.200

Care for Adult
with Disability

-0.60

-1.39

.172

Care for Other

-1.59

-3.12

.003 *

Not a Caregiver

-0.90

-2.32

.026 *

Predictor

African-American
Personal
Characteristics Asian-American

Care for Children
Home
Environment Care for Elderly

159

p

Model-Level Statistics
AIC

Change
df
in AIC

p

281.29

271.67

9.62

9

.383

Variable-Level Statistics
Variable
Family

Salary & 2nd
Job

Type of Work

Occupation

Predictor

βweight

t

Married

-0.10

-0.12

.904

Single

-0.11

-0.15

.880

Divorced

0.03

0.04

.969

Salary

-0.14

-0.91

.368

Has 2nd Job

0.17

0.67

.504

Time in Job

0.04

0.49

.629

Time with Clients

-0.10

-0.93

.358

Type: Intake

-0.23

-0.65

.519

Type: Fieldwork

-0.31

-0.91

.368

Type: NonFieldwork

0.21

0.83

.414

Type: Benefits
Management

-0.73

-1.52

.137

Type: Other

-0.25

-1.04

.304

Law Enforcement

0.60

1.29

.205

Social Worker

0.51

1.36

.180

Supervisor

-0.22

-0.66

.515

Other

-0.06

-0.16

.877

Job Satisfaction

-0.15

-1.74

.090

-0.04

-0.31

.757

Work Stress & Days Work
Satisfaction
Missed from
Health

160

p

Model-Level Statistics
AIC

Change
df
in AIC

p

273.29 -1.62

2 1.000

269.62

3.67

7

.817

267.43

2.19

4

.701

233.97 33.47

6 <.001

Variable-Level Statistics
Variable
Family

ProQOL

Model-Level Statistics

Predictor

βweight

t

Work-Life
Balance

0.30

2.16

.037 *

Uncluttered
Workspace

0.17

2.07

.044 *

Commute Length

0.04

0.41

.686

Plan to Stay in Job -0.07

-0.57

.573

Secondary
Traumatic Stress

0.52

3.52

.001 * 201.44 32.53

Compassion
Satisfaction

-0.08

-0.55

.586

Burnout

-0.59

-3.08

.004 *

161

p

AIC

Change
df
in AIC

p

3 <.001
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